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ONOCOCCAL arthritis is one of the com- 

monest and most severe complications of a 
gonococcal infection. Successful treatment depends 
upon a correct early diagnosis and a course of 
therapy definitely planned to prevent chronicity 
and disability. During the past three years we have 
carried out studies on 70 patients with proved gon- 
ococcal arthritis. The present report includes a 
discussion of the aids in making the correct diag- 
nosis, the therapy utilized and the end results.t 


DIAGNOSIS 


The criteria for the correct diagnosis of gono- 
coccal arthritis are as follows: (1) a history of 
a local gonococcal infection, either immediately 
preceding the attack of arthritis or at some time 
in the past; (2) smears and cultures of urethral 
or cervical exudates which reveal the presence of 
gonococci; (3) positive gonococcal complement- 
fixation tests of either the blood serum or the 
synovial fluid; and (4) the presence of gonococci 
in the aspirated contents of the joints or tendon 
sheaths. 

A past history of gonorrhea in a patient with 
an acute onset of arthritis is not sufficient evidence 
for a diagnosis of gonococcal arthritis. If in addi- 
tion to the history, examination of the blood se- 
rum or synovial fluid reveals a positive gonococcal 
complement-fixation test, we have reason to be- 
lieve that the patient has gonococcal arthritis. In 
this connection, we have encountered male pa- 
tients with an acute arthritis who presented a his- 
tory of gonorrhea many years previously. There 
was no evidence of a recurrence of the local in- 
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fection, and complement-fixation tests of the blood 
were negative. However, bacteriological examina- 
tion of synovial fluid aspirated from the joints re- 
vealed gonococci in pure culture. Likewise, a 
group of female patients with acute polyarthritis 
presented no history of a localized gonococcal in- 
fection. The diagnosis of gonococcal arthritis was 
made only after positive gonococcal complement- 
fixation tests had been obtained from the blood 
serum, or gonococci had been isolated from cer- 
vical exudates and synovial fluids, or both. The 
problem of latent gonorrhea as a cause of acute 
polyarthritis has been discussed in detail else- 
where.’ 


In every case where gonococcal arthritis is sus- 
pected, one should carefully examine stained smears 
of prostatic or cervical secretions. Although the 
finding of gram-negative intracellular diplococci 
in these smears may be considered sufficient evi- 
dence for the diagnosis of gonorrhea, in most in- 
stances we have also cultured the secretions. This 
is particularly necessary in women where the 
presence of many different organisms may be con- 
fusing. Instances have occurred in which gono- 
cocci were not demonstrated in smears but cul- 
ture of the exudates revealed their presence. In 
every case where the organisms have been isolated 
in pure culture we have proved them to be gon- 
ococci by agglutination and fermentation tests. 
Growth of the gonococcus is fostered best in an 
atmosphere with an increased carbon-dioxide ten- 
sion, and the candle jar, as described by Nye and 
Lamb,’ is utilized for this purpose. The method 
of culturing such exudates is as follows. Material 
is obtained from the cervix or urethra with a 
sterile swab. This is then placed in a tube of 
veal-infusion broth. A few drops of the broth are 
then smeared on 15 per cent horse-blood-agar plates. 
The plates are incubated at 37.5°C. in the candle 
jar for from thirty-six to forty-eight hours. At 
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the end of this time colonies of the gonococcus 
appear glistening, elevated and slightly opaque. 
As has been indicated above, the gonococcal com- 
plement-fixation test is of considerable value in the 
diagnosis of gonococcal arthritis. This test can 
be done on either blood serum or synovial fluid. In 
several patients in our series the first definite evi- 
dence that they had gonococcal arthritis was based 
on a positive gonococcal complement-fixation test. 
Myers and Keefer* have discussed in detail the re- 
sults of this test, and more recently Warren, Hin- 
ton and Bauer* have advocated its more general 
use. The results of the gonococcal complement- 
fixation test of the blood and synovial fluid in the 
present series of cases are tabulated in Table 1.* 


Table 1. Results of Gonococcal Complement-Fixation Tests 
on Synovial Fluids and Blood Serums of Patients with 
Gonococcal Arthritis 


Synovial fluids 
Steri'e fluids 
Positive 


The higher incidence of positive reactions on the 
blood is due to repeated tests’ being done on the 
blood, whereas a comparable number of determina- 
tions could not be carried out on synovial fluid. 
Six of the eleven samples of synovial fluid with 
gonococci present gave negative fixation reactions. 
As we have explained elsewhere,® this absence of 
antibodies accounts in part for the finding of the 
gonococci. We have found positive reactions as 
early as the first week of the disease, and some pa- 
tients have continued to have positive tests from 
two to three years after all symptoms have sub- 
sided. 

The aspiration and study of synovial fluid from pa- 
tients with arthritis are of value in the differential 
diagnosis. The routine procedure after obtaining 
the fluid includes a total-cell count, gonococcal com- 
plement-fixation test, Wassermann test and culture. 
Myers, Keefer and Holmes’ have described the char- 
acteristics of the synovial fluid in gonococcal arthri- 
tis. They were able to divide such fluids into two 
groups, on the basis of the presence or absence of or- 
ganisms. The average cell count was higher in the 
infected fluids which had a preponderance of poly- 
morphonuclear leukocytes. In both types of fluid 
the total protein content was above normal, the 
nonprotein nitrogen value was the same as that of 
the blood, and the sugar content varied according 
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to the presence or absence of organisms, the num- 
ber of leukocytes and the blood-sugar level. In 
our series the total cell count of the sterile fluids 
was usually below 25,000 per cubic millimeter. In 
17 (24 per cent) of the cases we were able to isolate 
gonococci from the synovial fluid, and they were 
isolated from material obtained from a tendon 
sheath in 4 patients. 


TREATMENT 


In order to clarify the end results of treatment, 
the patients have been divided into three groups. 
Group I comprised 26 patients who were treated 
by medical means alone. In Group II, 24 patients 
had sufficient evidence of an effusion into one or 
more joint spaces to warrant aspiration of the 
synovial fluid in addition to medical therapy. 
Group III was composed of 20 patients whose 
joints were aspirated and also opened and followed 
by lavage. 

The medical treatment of all these patients had 
for its objectives the maintenance of the patient’s 
general nutrition, the prevention of pain and de- 
formities, the restoration of full function of dis- 
eased joints through physiotherapy, and the con- 
trol of the local genitourinary tract infection. The 
patients were given a diet sufficient in caloric con- 
tent and supplemented with accessory food-derived 
substances. Some of them developed a severe hypo- 
chromic anemia during the course of their illness, 
which was corrected by administering ferrous sul- 
fate, except in two cases where whole-blood transfu- 
sions were given. Joint pains were relieved by im- 
mobilization and by medication in the form of 
salicylates and opiates. 

During the acute stage of the arthritis, few at- 
tempts were made to treat the local genitourinary 
infection, aside from vaginal douches. On several 
occasions when fever and joint pains had subsided, 
massage of the prostate gland was done. It was 
not unusual for patients to have a flare-up of their 
polyarthritis with fever following this maneuver. 

Vaccines were administered intravenously to 11 
patients. The vaccines utilized were a suspension 
of typhoid-paratyphoid bacilli and an autogenous, 
heat-killed, saline suspension of gonococci. A total 
of 50,000,000 organisms was the initial intravenous 
dose of the suspension of typhoid-paratyphoid 
bacilli. Depending upon the reaction, each succeed- 
ing dose was increased by from 25,000,000 to 
50,000,000 organisms. A total of five injections 


was given, at intervals of two or three days. Pa- 
tients treated in this manner usually experienced 
chills and fever a few hours after the injections. 
Seven patients were treated with the typhoid-para- 
typhoid vaccine; 2 of these were also given an autog- 
enous gonococcal vaccine intravenously. Five pa- 
tients were treated with gonococcal vaccine alone, 
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and approximately the same doses were used as 
with the typhoid-paratyphoid vaccine. More severe 
reactions occurred after the administration of gono- 
coccal vaccine than after that of typhoid-paraty- 
phoid vaccine. Although it was difficult to eval- 
uate the results of vaccine therapy, patients with 
severe pains in the joints appeared to obtain more 
symptomatic relief than did those with only mod- 
erate pain. 


Antigonococcal horse serum was given intrave- 
nously to 1 patient who had polyarthritis and gono- 
coccal septicemia without endocarditis. Following 
the administration of serum his blood became ster- 
ile, but the prostatic secretion continued to show 
gonococci in stained smears. The use of anti- 
gonococcal horse serum and gonococcal vaccine in 
the treatment of gonococcal infections has been dis- 
cussed in more detail elsewhere.’ 

In Group II, one or more knee joints were as- 
pirated in 21 of the 26 patients. Cultures of all 
these synovial fluids were sterile. A wrist joint 
was aspirated in 2 cases. The culture of the as- 
pirated material in 1 showed gonococci; the other 
was sterile. One infected shoulder joint was as- 
pirated. 


In Group III, the surgical treatment was neces- 
sary either because the synovial fluid was so thick 
that all of it could not be aspirated through a 
needle, or because of the presence of gonococci in 
the fluid. In many cases infected joints were as- 
pirated several times, but gonococci were constantly 
present. They were eradicated from the joint 
cavity only after exposing the joint space and thor- 
oughly washing it out with either warm saline or a 
1: 10,000 solution of bichloride of mercury. All the 
operative wounds were tightly closed immediately 
after this procedure. Synovial fluid often reaccu- 
mulated following the operation, but it was easily 
aspirated and was found to be sterile. We were 
unsuccessful in attempting to sterilize a knee joint 
in 1 patient by injecting potent antigonococcal 
horse serum directly into the synovial cavity.” In 
17 of the patients in this group knee joints were 
washed out; 2 had an elbow joint treated in this 
manner; and 1 had a hip joint opened. Gonococci 
were recovered from the synovial fluids in 16 cases. 


RESULTS 


Group I. All 26 patients except 1 were treated 
in the hospital; the average stay being fifty days. 
Two of these died. One was a forty-two-year-old 
man who developed an acute glomerulonephritis 
due to a gonococcal infection and died from uremia. 
We have reported this case in a review of the renal 
complications of gonococcal infections.* In the sec- 
ond fatal case, that of a twenty-one-year-old preg- 
nant woman, the patient had an acute process in- 
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volving the right hip joint; she contracted pneu- 
monia and died. Other complications included 
acute appendicitis (confirmed at operation), gono- 
coccal septicemia, metastatic conjunctivitis and preg- 
nancy. Upon leaving the hospital, 18 patients, or 
75 per cent of the group, were completely free 
of all joint symptoms, with no limitation of motion 
and no roentgenological evidence of joint destruc- 
tion; the 2 patients who died are not included here. 
Of the remaining 6, 1 ultimately had a complete 
bony ankylosis of a wrist joint; 1 had roentgenolog- 
ical evidence of destruction of one metatarsal joint, 
but with no limitation of function; 2 had a partial 
ankylosis of the wrist joints; and 2 had a residual 
soreness of joints of the lower extremities, which 
disappeared after several weeks. 


Group II. The average stay in the hospital for 
this group was fifty-three days. The aspirated 
synovial fluid from 22 of the patients was sterile. 
Infected fluid was aspirated from the shoulder joint 
of 1 individual and from the wrist joint of an- 
other. None of the group died. Four male pa- 
tients had had a similar attack of arthritis in the 
past following a gonococcal infection. Two pa- 
tients had a proved gonococcal septicemia and re- 
covered without specific therapy. Two men had 
the skin lesions of keratodermia blenorrhagicum as 
a complication of their illness. Three patients had 
a metastatic sterile conjunctivitis, and 1 had irido- 
cyclitis, resulting in loss of vision in one eye. One 
woman had a sterile meningitis on entry; the spinal 
fluid showed an increase in cells, but no organisms 
were demonstrated by smear or culture. Follow- 
up observations on these patients revealed that only 
1 had a recurrence of joint symptoms, and this 
followed a second attack of gonococcal urethritis. 
Fourteen (48 per cent) of the 24 patients had 
complete recovery of joint function with no roent- 
genological evidence of joint destruction. Two pa- 
tients had bony ankylosis of a wrist joint. One 
had a hyperflexion deformity of the toes. Another 
had destruction of the metatarsal joint of the first 
toe but no limitation of function. The remaining 
6 patients had residual periarticular adhesions of 
the knee joints with slight limitation of motion 
on flexion (from 10 to 20 degrees) but no limita- 
tion on extension. 


Group III. Gonococci were recovered from the 
synovial fluid in 15 patients, while the fluid from 
5 was sterile. The average stay in the hospital was 
sixty-one days. Two patients had keratodermia blen- 
orrhagicum as a complicating skin lesion. One of 
this group of patients entered the hospital in dia- 
betic coma, which was followed by bronchopneu- 
monia and a purulent infection of an elbow joint. 
The presence of organisms in the synovial fluid of 
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a majority of the patients is reflected in the end 
results. Only 3 patients (15 per cent) ultimately 
had no limitation of motion of joints. Six had an 
ankylosis of one joint with less than 10 degrees 
of joint motion. These included one hip joint, 
one elbow joint and four knee joints. Three in- 
dividuals were capable of only 50 degrees of mo- 
tion of one knee joint. Eight patients had peri- 
articular fibrosis of one knee joint with from 10 to 
15 degrees’ limitation of motion on flexion, but 
with capacity for full extension. 


DISCUSSION 


The ultimate therapeutic goal for the arthritic 
patient is the restoration of joint function, and 
end results should be measured accordingly. It is 
misleading to state that a particular form of ther- 
apy resulted in relief of symptoms, improvemeat 
or cure when nothing is said of the use a patient 
has of his joints. Furthermore, it is often difficult 
to evaluate the methods of treatment because of 
an arbitrary division into acute and chronic stages. 

Since gonococcal arthritis is due to a specific or- 
- ganism, the ultimate outcome so far as joint func- 
tion is concerned may be dependent on the num- 
bers of gonococci in the joint tissues. Individuals 
with an acute arthritis of only a few weeks’ dura- 
tion may have a loss of joint function if large num- 
bers of organisms are present, whereas an arthritis 
lasting for weeks or months may not result 
in joint destruction if the effusion is sterile. A 
large measure of success in the therapy of gono- 
coccal arthritis is dependent on an early diagnosis 
and the eradication of the organism from the joint 
cavities. 

During the last few years a number of favorable 
reports have appeared advocating the use of hyper- 
thermia in the treatment of gonococcal arthritis. 
Hench®*? and have recently reviewed 
the literature as to this form of therapy. The most 
favorable results with fever therapy were appar- 
ently obtained in patients with acute gonococcal 
arthritis. We have had no experience with this 
type of therapy, but believe that it merits further 
trial. 

A closer analysis of our series of 70 patients re- 
veals that 5 had serious involvement of a wrist 
joint; 3 of these developed complete ankylosis, while 
2 had residual soreness and pain on motion that 
lasted for several weeks. It is apparent that even 
though the wrist joint is infected, surgical inter- 
vention and drainage is highly impracticable. This 
site of arthritis appears to be highly amenable to 
fever therapy. 

Our experience and that of others is that the 
knee joint is the one most frequently involved in 
gonococcal arthritis. Thus, of the twenty-four cases 
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in which joints were treated by aspiration with- 
out drainage, the knee joint was involved in twenty- 
one. In the twenty cases in which joints were 
surgically drained and lavaged, the knee joint was 
involved in eighteen. Of considerable interest is 
the fact that the poorest end results were obtained 
in patients whose joints were infected. In some of 
these patients other types of arthritis were first 
suspected, especially acute rheumatic fever, so that 
considerable destruction had ensued before they 
were opened. 


There has been a recurrence of arthritis in 2 of 
the 70 patients. Both were men, and in each case 
joint symptoms were precipitated by a recurrent 
urethral infection three months after discharge from 
the hospital. Three of the women have had sub- 
sequent normal pregnancies, with no exacerbation 
of joint symptoms. 


SUMMARY 


We have observed 70 patients with gonococcal 
arthritis during the past three years. The criteria 
for making the diagnosis of this type of arthritis 
are discussed. Group I constituted 26 patients who 
were treated by medical means only; Group II 
comprised 24 patients who had an effusion into one 
or more joints which necessitated aspirations of 
the synovial fluid; Group III included 20 patients 
with purulent joint effusions which required surgi- 
cal drainage. Follow-up studies revealed that 20 of 
the 26 patients in Group I were free of all joint 
symptoms, with no limitation of motion. Fourteen 
of the 24 patients in Group II showed no limitation. 
Of the 20 patients in Group III, only 3 had a re- 
turn of complete function of their joints. 
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GALLSTONE ILEUS 
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thecal obstruction due to gallstones is 
comparatively so uncommon that the average 
surgeon is not apt to encounter many such cases 
in the course of his practice. The writer has been 
fortunate enough to operate on such a patient and 
to assist at the operation on another during the 
last ten years. 

This study is based upon 10 cases operated on 
at the Massachusetts General Hospital between 
1898 and 1932, and upon 7 other cases operated on 
by colleagues who have allowed me to report them. 


Frequency. Scudder’® reported from the Massa- 
chusetts General Hospital, between 1898 and 1907, 
121 cases of intestinal obstruction, only 1 of which 
was due to a gallstone. Richardson’’ from the same 
hospital, from 1908 through 1917, reported 118 
cases of intestinal obstruction, 1 of which was due 
to a gallstone. From 1918 through 1932, 8 cases 
due to gallstones have occurred out of a total of 263 
cases of acute intestinal obstruction. Thus from 
1898 through 1932 there were 10 cases among 502 
obstructions, an incidence of 2 per cent. Barnard” 
reported that the London Hospital records for the 
thirteen years 1893 to 1905 showed that there were 
14 cases of intestinal obstruction due to gallstones 
out of a total of 669 cases of intestinal obstruction 
due to all causes. The same author quotes Leich- 
tenstern as reporting 41 cases of gallstone obstruc- 
tion in a total of 1152 cases. As seen from Table 1, 
the incidence varies anywhere from 0.4 to 3.5 per 
cent. 


Table 1. Incidence of Gallstone Ileus in Relation to All 
. 
Cases of Intestinal Obstruction. 
TOTAL CASES CASES OF 
GALLSTONE INCIDENCE 
OBSTRUCTION OBSTRUCTION 
Leichtenstern ............ 1,152 41 3.5 
Barnard® (1910) ......... 669 14 2.1 
Souttar®® (1925) ......... 1,655 28 1.7 
al: 3,625 47 1.3 
Meyer and Spivack™ (1934) 2 0.4 
ag 502 10 2.0 


No recent estimate as to the total number of 
cases reported has been made. In 1914 Wagner™* 
reported 334 cases which he had been able to find 
up to that time in the literature and in his own 
practice. In 1922 Abbott and Hunt’ reported 23 
cases over an eight-year period. In the discussion 
of this paper, 8 more cases were added. Moore™ 
in an excellent article in 1925 reported 4 cases and 
estimated that up to that time some 400 cases had 
recorded. 


*Assistant in surgery, Harvard Medical School. 


Assistant surgeon, Mass- 
achusetts General Hospital. 


Sex. Women are much more prone to obstruc- 
tion than men, in the proportion of about 15 to 1, 
whereas the incidence of gallstones in women and 
men is in about the proportion of 2 or 3 to 1. Why 
this difference occurs is difficult to explain. 
Moore’s'” 4 cases were all in women. Three of 
Abbott and Hunt’s! cases were in women and 1 in 
aman. Of Martin’s’® 3 cases, 2 were in women and 
1 ina man. Of the 17 cases in this series, 16 were 
in women and 1 in a man. 


Age. This type of obstruction usually occurs in 
the later decades. The average age in this series 
was sixty-six; the youngest patient was in the fifth 
decade and the oldest in the ninth. 


Mortal:ty. Partly because the disease occurs most 
commonly in later life, the mortality is high. In 
1925 Souttar’® reported the results of acute intes- 
tinal obstruction from seven London hospitals for 
the years 1920 to 1925. Out of a total of 1655 cases 
of intestinal obstruction 28- were due to gallstones, 
with a mortality of 50 per cent. In 1932 Vick*’ re- 
ported a series of 3625 cases of acute intestinal ob- 
struction due to all causes, from the files of twenty- 
one hospitals in Great Britain between 1925 and 
1930. Of these, 47 cases were due to gallstones, 
with a mortality of 70 per cent. The mortality 
from various other sources is shown in Table 2. 


Table 2. Intestinal Obstruction from Gallstones. 


NO. OF CASES MORTALITY 
Abbott and Hunt! ..................... 4 50 
M. G. H. service cases.................- 10 70 


An important factor in mortality is the length of 
duration of obstruction before operation is per- 
formed. Of this series of 17 cases, 8 were operated 
on after three days of obstruction and only 1 pa- 
tient survived, whereas of the 9 cases operated 
upon during the first three days only 4 patients 
died. 


Symptoms. Obstruction due to gallstones gives 
a train of symptoms similar to obstruction due to 
other causes, namely pain, vomiting and obstipa- 
tion. The obstruction from gallstones, however, 
is due to a true obstruction of the lumen of the 
bowel plus spasm, and not to a strangulation. As 
a result, the symptoms are often intermittent as 
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the spasm relaxes and the stone proceeds farther 
down the bowel. As a certain amount of gas may 
get by, distention may not be a prominent factor 
and the patient may continue to pass small amounts 
of gas by rectum. Since the lumen of the small 
bowel decreases slightly in diameter as it ap- 
proaches the cecum, obstruction by a large stone 
.will eventually be complete. Smaller ones may go 
- through the ileocecal valve; if so, they are readily 
passed by rectum. Barnard’ states that stones of 
less than 2.5-cm. diameter will pass spontaneously, 
and reports that Maclagan® in 1888 had a patient 
with four attacks of intestinal obstruction with the 
spontaneous passage of four 2.5-cm. stones. He 
quotes Faber, Abt, Gutterbock and Hahn concern- 
ing sizes and points of obstruction. The largest 
stone reported was 6 cm. in diameter and ob- 
structed the upper jejunum. Drew* reported a 
case where the stone measured 6 by 3 by 10 cm.; this 
patient died. The largest stone in the Massachu- 
setts General Hospital series was 5 cm. in diame- 
ter and obstructed the terminal ileum. 


Diagnosis. A positive diagnosis of obstruction 
due to gallstones is frequently very difficult, but 
the diagnosis of intestinal obstruction can readily 
be made from the symptoms. A history of preced- 
ing gall-bladder distress or of epigastric pain, asso- 
ciated with vomiting and then relieved for a period, 
only to recur with pain near the umbilicus and with 
renewed vomiting, should make one very suspicious 
of gallstone obstruction. An x-ray of the abdomen 
is often of value in showing a shadow suggestive 
of gallstones. Of the 6 cases in this series in which 
an x-ray was taken, stones were reported in 3. 
The white-blood-cell count, as in other cases of 
intestinal obstruction, is usually elevated, but is apt 
not to be so high as in obstruction due to strangu- 
lation. 


Mode of Entrance into the Gastrointestinal Tract. 
Most writers agree that the majority of stones pass 
by way of a fistula between the gall bladder and 
the duodenum. Courvoisier* stated that in 30 fatal 
cases, 28 were due to fistula between the gall blad- 
der and duodenum while 2 were due to fistula be- 
tween the gall bladder and colon. Moore’* quotes 
Murphy as reporting 70 cases in which the route 
of the gallstone was traced. Of these 36 occurred 
through a gall-bladder-duodenum fistula, 25 
through a gall-bladder-ileum fistula, 1 through a 
duodenum-colon fistula, and 7 through a common 
duct-duodenum fistula. Of the 7 cases in our series 
which were autopsied, all were found to have gall- 


bladder-duodenum fistulas. 


Treatment. As in any case of acute intestinal 
obstruction, early diagnosis and operation is im- 
perative. As Richardson said concerning intes- 
tinal obstruction in general, “Operation should be 
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based on suspicion rather than on certainty.” De- 
lay means death. Intravenous saline is needed in 
order to replace the chlorides lost by vomiting. As 
a rule the bowel is not gangrenous, so that resec- 
tion is unnecessary. The stone should be pushed 
back up the bowel, which can then be opened in a 
healthy area. On opening the bowel it is advisable 
that the incision be made in a longitudinal, and 
sutured in a transverse, direction, as this tends not 
to constrict the diameter of the bowel. In remov- 
ing a stone from the bowel, the segment contain- 
ing the stone should be brought out of the ab- 
dominal cavity and well walled off before any in- 
cision is made. Gloves and instruments should 
be changed before the bowel is returned to the 
abdominal cavity and the wound closed. An ileos- 
tomy above the site of obstruction is usually un- 
necessary, and we believe that it tends to increase 
the mortality. Unless there is gross contamination 
of the peritoneal cavity, drainage should not be 
carried out. We believe that Wangensteen drain- 
age for about forty-eight hours after operation is 
advisable, since it tends to prevent distention and 
makes the patient more comfortable. Of the 17 
cases in this series, 1 was drained and 3 had an 
ileostomy. One case was not operated on owing 
to the patient’s poor general condition. 


SUMMARY AND CONCLUSIONS 


1. Seventeen cases of obstruction of the small 
bowel due to gallstones are reported. 

2. These occurred most commonly in elderly 
women. 

3. Obstruction from this cause differs from the 
usual type of obstruction of the small bowel in 
that it is often intermittent in character, and that 
patients may pass gas or even feces during the 
quiescent periods of an attack. 

4. Early diagnosis and operation is imperative 
in this type of obstruction. 

5. X-ray films should be made, as they may 
be very important diagnostic aids. 

6. Ileostomy is usually not necessary, and may 
be harmful. 

7. Drainage of the abdominal cavity is as a rule 
unnecessary. 


CASE REPORTS 


Case 1. A housewife of 40 entered the Massachusetts 
General Hospital on August 31, 1899, with a history of 
a sudden attack of crampy epigastric pain five days be- 
fore entry. The pain was very severe and continued until 
the time of entrance, and was associated with vomiting 
of a considerable amount of dark-colored fluid. She stated 
that she had had three small bowel movements since 
the onset. On the day of entrance she felt more com- 
fortable. 

Examination showed an obese woman with a dry, 
black tongue and cold, clammy extremities. The abdo- 
men was markedly distended with no localized tender- 
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ness anywhere. The white-blood cell count was 16,600, 
the temperature 101.5°F., the pulse rate 120 and the 
respirations 32, No x-ray photographs were taken. 

Operation was performed under ether anesthesia as 
‘soon as possible. The patient’s condition was poor. A 
midline suprapubic incision was made, which was fol- 
lowed by evisceration of a large portion of the intestines. 
The obstruction was caused by a large, immovable gall- 
stone with the wall of the bowel contracted about it. The 
exact point of obstruction could not be determined. The 
intestine was opened in two places by I-cm. incisions and 
a large amount of liquid fecal material was withdrawn. 
During this procedure salt solution was constantly passed 
over the intestines. The openings were closed with silk 
sutures following the removal of the gallstone. The 
wound was closed with through-and-through silkworm 
gut sutures. No effort was made to close the skin. The 
patient died shortly after the operation. 


Case 2. A housewife of 71 entered the Massachusetts 
General Hospital on August 19, 1915, with a history of 
generalized abdominal pain and fecal vomiting for 2 days 
with no bowel movement for 3 days. She had been 
treated with brisk catharsis without either fecal or gas 
results. 

Examination showed a very sick old woman who was 
unable to give her own history. The abdomen was dis- 
tended and tender throughout, with visible peristalsis. It 
was tympanitic except in the left flank. No masses or 
spasm could be elicited. The white-blood cell count was 
11,000, the temperature 100.8°F., the pulse rate 118 
and the respirations 24. No x-ray photographs were 

en. 

Under novocain anesthesia, laparotomy was performed 
through a 10-cm. incision just to the left of the mid- 
line. The large bowel and most of the small bowel 
were contracted. The stomach was markedly dilated. A 
large “fecalith” was found in the upper end of the jejunum. 
This was removed through a 5-cm. incision, which was 
closed with a double row of Pagenstecher stitches. The 
abdominal wound was closed without drainage. 

The patient was in very poor condition following oper- 
ation. She died in 24 hours. An autopsy showed: chronic 
pericholecystitis, with necrosis of the gall-bladder wall and 
the wall of the duodenum; wounds from operation for 
intestinal obstruction, due to a large concretion in the 
small intestine, probably a gallstone; arteriosclerosis; 
chronic endocarditis of the mitral valve, slight, with steno- 
sis; hypertrophy and dilatation of the heart; hemorrhagic 
edema of the lungs; slight chronic pleuritis, left; carcinoma 
of the stomach, possibly originating in a congenital mal- 
formation of the nature of an accessory pancreas; scoliosis. 


Case 3. A housewife of 46 entered the Massachusetts 
General Hospital on February 11, 1919, complaining of 
upper abdominal pain of 2 weeks’ duration. The pain 
was colicky and was associated with nausea and vomit- 
ing, which occurred ten or twelve times a day. Enemas 
produced both good fecal and gas results. On the morn- 
ing of entrance the vomiting was fecal. The patient had 
had two similar though milder episodes 10 years and 1 
year before entrance. 

Examination showed a markedly obese woman, quite 
comatose. The patient had been given 4 gr. of morphine 
2 hours before entry. The tongue was dry and red. The 
abdomen was tender throughout, with spasm in the right 
upper and lower quadrants. The left half of the abdo- 
men showed no spasm. The white-blood cell count was 
17,400, the temperature 97.6°F., the pulse rate 104 and 
the respirations 16. No x-ray photographs were taken. 
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Laparotomy was performed shortly after admission. The 
bowel was adherent in the pelvis. No collapsed bowel 
was seen. There was dilatation of the large as well as 
of the small bowel. Owing to the patient’s poor con- 
dition, further exploration was not done. The adhesions 
were freed and the patient was returned to the ward al- 
most moribund. She died a few hours after operation. 
Autopsy showed the following: cholelithiasis; perichole- 
cystitis, with necrosis of the gall bladder and the wall 
of the duodenum; occluding gallstone in the ileum; acute 
intestinal obstruction; slight fibrinous peritonitis; fatty 
metamorphosis of the liver; operation wound from lapa- 
rotomy. 


Case 4. A housewife of 68 entered the Massachusetts 
General Hospital on March 9, 1922, complaining of gen- 
eralized abdominal pain, intermittent and associated with 
vomiting of 3 days’ duration. At entrance the patient 
felt better than she had for 24 hours. Her bowels had 
moved 3 days before entrance, but not since then even 
with enemas. 

Examination showed a moderately tense, considerably 
distended abdomen, with visible peristalsis. The white- 
blood cell count was not taken; the temperature was 
97°F., the pulse rate 90 and the respirations 18. No x-ray 
photographs were taken. 

An immediate operation was done. There was con- 
siderable free turbid fluid in the peritoneal cavity. In 
the pelvis there were several loops of intestine covered 
with fibrin. A gallstone 4 by 2 by 2 cm., movable only 
with considerable difficulty, was found in the ileum. This 
was removed, and the incision was closed with a double 
layer of silk. Palpation of the gall bladder showed a mass 
of adhesions. A cigarette drain was placed in the pelvis. 


The patient made an uneventful convalescence, and a 
year later reported that she had had no further trouble 
except for some pain in the lower end of the scar, where 
there was a definite hernial ring. 


Case 5. A housewife of 70 entered the Massachusetts 
General Hospital on October 11, 1923, complaining of 
intermittent umbilical pain associated with vomiting of 
several weeks’ duration. There had been two or three 
attacks a week. Her bowels had moved every day fol- 
lowing the use of cathartics. 

Examination showed general moderate tenderness 
throughout the abdomen, with only slight distention and 
occasional visible and audible peristalsis. The white- 
blood cell count was 22,400, the temperature 97°F., the 
pulse rate 120 and the respirations 20. No x-ray photo- 
graphs were taken. 

Operation was performed through a left rectus incision 
and a gallstone measuring about 3 by 1.5 cm. was found 
impacted in the ileocecal valve. An attempt to force the 
stone through the valve was unsuccessful. It was re- 
moved through the terminal ileum, with closure of the 
incision by means of two rows of sutures, one of catgut and 
one of silk. Examination of the gall-bladder area showed 
multiple adhesions. The abdomen was closed without 
drainage. There was considerable nausea and vomiting fol- 
lowing the operation and there was infection of the wound. 
This gradually cleared up, and the patient was discharged 
19 days after operation. 

Two years later she re-entered the hospital with what 
appeared clinically to be carcinoma of the pancreas. This 
impression was confirmed at operation, when the gall 
bladder was found to be buried in adhesions which puck- 
ered the duodenum firmly to it. No biopsy was taken. 
The patient made a surprisingly uneventful convalescence 
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and was relieved of her symptoms. The further course 


of this case is not known. 


Case 6. A housewife of 75 entered the Massachusetts 
General Hospital on January 25, 1927, complaining of 
indigestion of 1 day’s duration, associated with almost 
constant vomiting from onset to admission. This was 
accompanied by slight abdominal pain and cramplike 
pain in both lower extremities. Shortly before admission 
she noticed that the vomitus smelt like feces. This fact 
was confirmed at entrance. She had a small stool be- 
fore entry. 

Examination showed a soft, pendulous abdomen, not 
distended, without visible or audible peristalsis. The 
white-blood cell count was 24,000, the temperature 100°F., 
the pulse rate 110 and the respirations 24. No x-ray 
photographs were taken. 

Through a right rectus incision the abdomen was opened, 
and the entire small intestine was found to be dilated. 
The cecum was collapsed. A gallstone about 5 cm. in 
diameter was felt in the terminal ileum. This was 're- 
moved, and the wound in the bowel was closed trans- 
versely. 

Following operation, the patient took fluids poorly. Ten 
days after operation the wound broke down and drained 
profusely. This gradually cleared up with the use of 
Dakin’s solution. The patient was discharged about 6 
weeks after operation. A note some 5 months after op- 
eration stated that she was still weak and unable to 
report for any examination. 


Case 7. A housewife of 67 entered the Massachusetts 
General Hospital on August 17, 1927, complaining of up- 
per abdominal pain and vomiting of 5 days’ duration. 
The vomiting was continuous and fecal. Her bowels had 
moved once since the onset of symptoms. The pain 
was generalized throughout the abdomen and very severe. 

Examination showed generalized abdominal distention 
and tenderness without much spasm. There was no visi- 
ble peristalsis but slight audible peristalsis over the left 
side of the abdomen. The white-blood cell count was not 
taken. The temperature was 99°F., and the respirations 30. 
No x-ray photographs were taken. 


Upon opening the abdomen through a right rectus in- 
cision, several loops of dilated small intestine were en- 
countered. In the right lower quadrant the bowel was 
collapsed. A gallstone about 4 cm. in diameter was found 
in the lower ileum. The stone was removed, and the in- 
testine was closed in two layers. An ileostomy was per- 
formed just above the line of suture. 

The patient did fairly well for 24 hours after operation, 
when the pulse became elevated and signs of recurrent 
obstruction appeared. She died before any further opera- 
tion could be done. No autopsy was done. 


Case 8. A housewife of 59 entered the Massachusetts 
General Hospital on January 6, 1930, complaining of 
sharp mid-epigastric pain of 1 day’s duration. For about 
3 weeks prior to entry she had felt bloated after eating, 
but had had no pain. Her present attack was localized in 
the “pit of the stomach.” She felt nauseated but did 
not vomit. There was no history of any previous gastro- 
intestinal upset. 

Examination showed a moderately distended abdomen 
without spasm but with a mild, diffuse tenderness around 
the umbilicus. Peristaltic sounds were scarce. She was 
admitted to the hospital for observation. The vomiting 
continued and became fecal, and was associated with an 
increase “in abdominal distention and in audible peristalsis. 
The white-blood cell count was 15,750, the temperature 
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102°F., the pulse rate 100 and the respirations 24. A flat 
abdominal x-ray plate showed no evidence of stone. 

Operation was performed through a right rectus in- 
cision on the second day after admission. A gallstone 
about 2 cm. in diameter, faceted at either end and caus- 
ing partial obstruction, was found in the ileum. This 
was removed through a longitudinal incision, which was 
closed transversely. No palpation of the gall-bladder area 
was done. A second smaller stone was palpated in the 
sigmoid and was delivered through the rectum. 

The patient made an entirely uneventful convalescence, 
and 5 months later was entirely well with no symptoms. 
She was readmitted January 14, 1931, with acute chole- 
cystitis. Four days after admission signs of peritonitis and 
pleurisy developed. Under novocain anesthesia a localized 
abgcess was opened. She failed rapidly, dying 24 hours 
after operation. Autopsy showed the following: acute 
cholecystitis with perforation; general peritonitis; gall 
bladder-duodenum fistula; duodenal diverticulum; acute 
pleuritis; acute interstitial pancreatitis; obesity, arterio- 
sclerosis; slight hypertrophy of the heart. 


Case 9. An 80-year-old man was admitted to the Massa- 
chusetts General Hospital on October 17, 1930, complaining 
of abdominaal pain associated with nausea and vomiting 
of 24 hours’ duration. The pain was sufficient to wake 
him up and had been increasing prior to entrance. It 
was localized mostly in the epigastrium. On entrance 37 
oz. of fecal matter was removed by gastric lavage. 

Examination showed moderate tenderness without spasm 
in the epigastrium and along the course of the descending 
colon and cecum. The white blood count was not taken. 
The temperature was 99°F., the pulse rate 80 and the 
respirations 16. No x-ray photographs were taken. 

Laparotomy was performed through a right rectus in- 
cision. The small intestine was found to be dilated above 
a mass the size of a golf ball, which was situated 60 cm. 
from the ileocecal valve. A gallstone was removed, and 
the intestine was sutured in two layers longitudinally. 

The patient was in poor condition throughout the opera- 
tion, and died in 24 hours, apparently from uremia. Per- 
mission for an autopsy was not obtained. 


Case 10. A housewife of 77 entered the Massachusetts 
General Hospital on November 3, 1932, complaining of 
vomiting and epigastric pain of 1 week’s duration, not 
very severe but constant. After 3 days the pain had shifted 
to the right lower quadrant, where it persisted until en- 
trance. The vomiting was almost constant for 3 days 
prior to entry. Her bowels had moved several times since 
the onset of the attack. 

Examination showed an enormously distended abdomen, 
tympanitic throughout, with slight tenderness and spasm 
in the right lower quadrant. The white blood count 
was 10,800, the temperature 99°F., the pulse 80 and the 
respirations 20. No x-ray photographs were taken. 

Laparotomy was performed through a midline incision. 
The ileum was dilated and covered with fibrin in the re- 
gion of the appendix. The appendix, though covered with 
fibrin, was otherwise normal. A large gallstone about the 
size of a squash ball was removed from the terminal 
ileum, and an ileostomy was performed above the line of 
suture. 

Following operation, the patient never regained con- 
sciousness and rapidly died. Autopsy showed the follow- 
ing: cholec y, spontaneous; peritonitis, 
localized; bronchopneumonia, early; cardiac hypertrophy 
and dilatation; diverticula of duodenum and _ colon; 
arteriosclerosis, aortic, coronary and renal (marked); 
leiomyomas of the uterus; obesity. 
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Case 11. A housewife of 62 entered the Faulkner Hos- 
pital November 30, 1936, having been referred to me by 
Dr. Willis M. Stevenson of North Easton. Three days be- 
fore entry she had complained of nausea and vomiting with 
a grumbling pain at the level of the umbilicus. This sub- 
sided so that she slept well the first night. The following 
day she was up and around, but vomited at intervals with- 
out recurrence of the pain. Her bowels moved twice on 
the day of onset but not since then, nor had she passed 
any gas by rectum. She had had a similar episode two 
years before, lasting for 4 or 5 days, with spontaneous 
remission. There had been no history of food idiosyncrasy. 

Examination showed a well-nourished woman, slightly 
obese, in no discomfort but considerably dehydrated. The 
abdomen was not distended. Peristalsis appeared to be nor- 
mal. There was no localized tenderness anywhere in the 
abdomen. The white blood count was 17,000, the tempera- 
ture 99.4°F., the pulse 87 and the respirations 20. She was 
given intravenous saline to replace the lost fluids, and the 
day after admission a flat abdominal x-ray plate was taken 
so that we could see whether there were any dilated loops 
of bowel. This plate showed a definitely calcified area on 
the left side of the pelvis, very suggestive of a gallstone. 
The patient continued to have nausea and occasional 
pain and was operated upon 2 days after admission. This 
was done through a right paramedian incision. There 
was a moderate amount of clear fluid in the peritoneal 
cavity. On the left side of the abdomen a large mass 
was felt. This proved to be bowel containing an im- 
pacted gallstone. The gallstone was removed, and the 
incision closed with two layers of catgut. The abdomen 
was closed without drainage. The gallstone weighed 20.3 
gm. and measured 4 cm. in the largest diameter. 

There was a slight infection of the subcutaneous fat. 
The patient was discharged in 2 weeks following the op- 
eration, taking nourishment satisfactorily. When seen 
3 months after operation she felt entirely normal. 


Case 12. A housewife of 70, who was operated on by 
Dr. F. G. Balch, Sr., and me, entered the Baker Memorial 
Hospital on November 26, 1932. She complained of 
severe, steady mid-abdominal pain of 3 days’ duration. It 
radiated over both upper quadrants into the front and 
back of the chest, but was not associated with nausea or 
vomiting. On the day of admission she became nauseated 
and vomited. The pain recurred with great intensity and 
required morphine for its control. Two years before 
she had complained of severe pain between the shoulder 
blades, not associated with nausea or vomiting but with 
severe jaundice. This subsided spontaneously in about 1 
month. There was a recurrence of similar but milder 
symptoms 2 months later with spontaneous remission. 

Examination showed a thin, undernourished woman 
with a faint icteric tinge to the skin. There was slight 
abdominal distention and no visible peristalsis. There 
was slight tenderness in the right upper quadrant. Audible 
peristalsis was somewhat increased. A flat abdominal 
plate showed a laminated calculus, presumably obstruct- 
ing a loop of small bowel. 

Laparotomy was performed through a right rectus in- 
cision. There was no free fluid in the peritoneal cavity. 
A mass about 4 cm. in diameter was felt in the terminal 
ileum. This proved to be a gallstone, which was removed, 
the incision being closed with a double layer of catgut. 
There was a dense mass of adhesions in the region of the 
gall bladder. The wound was closed without drainage. 

The patient made an entirely uneventful convalescence. 


Case 13. A housewife of 72 who was operated upon by 
Dr. E. L. Young, Jr., entered the Lawrence Memorial 
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Hospital on June 22, 1927, complaining of generalized 
abdominal pain associated with nausea and vomiting of 
5 days’ duration. She had had bowel movements up to 
the night prior to entrance. 

Examination showed a very sick-looking old woman 
with a markedly distended abdomen and increased _peri- 
stalsis. The vomitus was fecal. No white blood count 
was taken. The temperature was 98.6°F., the pulse 94 
and the respirations 22. 

Laparotomy was performed under novocain anesthesia. 
Satisfactory exploration was possible and revealed a mass 
about 7 by 4 cm. apparently in the ileum. A gallstone 
measuring 2 by 2 cm. was removed from the ileum, and 
the incision was closed with a double layer of catgut. The 
abdominal wound was closed without drainage. 

She died about 48 hours after operation. Autopsy 
showed a fistula between the gall bladder and_ the 
duodenum. 


Case 14. A housewife of 83 was referred to the Faulk- 
ner Hospital by Dr. D. L. Lionberger. She entered on 
September 24, 1936, complaining of vomiting of 6 days’ 
duration. At the onset of her illness she complained of 
upper abdominal, crampy pain associated with diarrhea, 
nausea and vomiting. The diarrhea and pain subsided, 
but the nausea and vomiting continued. She refused to 
enter the hospital until the 6th day of her illness. 

Examination showed a feeble old woman with a dry 
mouth and tongue. The vomitus was definitely fecal. The 
nonprotein nitrogen was markedly elevated. The white 
blood count was 11,500, the temperature 98°F., the pulse 
110 and the respirations 37. No definite diagnosis was 
made. The differential diagnosis lay between intestinal 
obstruction and uremia. The abdomen was not distended 
but high-pitched peristalsis was audible. Her condition 
rapidly grew worse and she died 4 days after admission. 
Surgical exploration was not deemed advisable because of 
the patient’s condition. 

Autopsy showed a large, egg-sized gallstone causing 
obstruction about 90 cm. above the ileocecal valve. There 
was a direct fistula between the gall bladder and the 
duodenum. 


Case 15. A housewife of 67, who was operated upon 
by Dr. E. M. Daland, entered the Baker Memorial Hos- 
pital on April 12, 1934, complaining of pain in her 
stomach and vomiting of 10 days’ duration. Nine weeks 
before entry there had been a severe attack of epigastric 
pain and a feeling of substernal pressure. Since then 
there had been grumbling discomfort. Ten days before 
admission there was marked vomiting. Five days before 
admission the patient felt better, but the following day 
the pain became much more severe. Three days before 
entry an enema produced good fecal and gas results. 

Examination showed a very much distended abdomen, 
with tympany over the entire area. There was no tender- 
ness or spasm. The white blood count was 12,900, the 
temperature 98°F., the pulse 80 and the respirations 20. 
An x-ray photograph taken on the day of admission sug- 
gested partial obstruction of the colon, probably in the 
region of the descending portion. 

On the day of admission a laparotomy was performed 
under novocain anesthesia through a right-muscle-splitting 
incision. The cecum and small bowel were not particular- 
ly distended. A No. 30 catheter was sutured into the 
cecum. 

The cecostomy did not function for 48 hours, but gas 
was passed following a rectal enema. One week after 
operation there was considerable increase in abdominal 
distention, and an ileostomy was performed. At that 
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time there was cloudy fluid in the abdominal cavity. The 
fluid showed colon bacilli on culture. The patient’s con- 
dition gradually’ became worse and she died 12 days after 
admission. Autopsy showed the following: colloid adeno- 
carcinoma of the gall bladder with metastases to mesen- 
teric glands; cholecystoduodenal fistula; intestinal obstruc- 
tion, gallstone in ileum; ulceration of jejunum and ileum, 
traumatic, with perforation and pelvic peritonitis; opera- 
tive wounds from ileostomy and cecostomy; pulmonary 
embolism and infarction; renal infarction; thrombosis of 
suprarenal artery; polyposis of colon; arteriosclerosis, 
coronary and aortic, slight; pleuritis, chronic fibrous, 
bilateral; obesity. 


Case 16. A housewife of 42, who was operated upon by 
Dr. H. H. Faxon, entered the Baker Memorial Hospital 
on July 13, 1931, complaining of abdominal pain of 3 
days’ duration. Three nights before admission she sud- 
denly had cramp-like, severe, non-radiating pain in the 
mid trium associated with nausea and vomiting. 
The severe pain persisted until entry, being localized a 
little more toward the umbilicus. Her bowels had moved 
with the help of saline cathartics until the day of entry. 
Two enemas on the morning of entrance produced no re- 
sults. For 3 years she had had intermittent attacks of 
right-upper-quadrant pain, radiating on one occasion to 
the back and associated with nausea and vomiting, but 
no jaundice. 

Examination showed a rather obese middle-aged woman 
having attacks of cramp-like lower epigastric pain every 
5 minutes which lasted about 1 minute. The abdomen 
was not distended. There was very slight tenderness in 
the gall-bladder area. The white blood count was 17,000, 
the temperature 90° F., the pulse 90 and the respirations 21. 
As the patient was in fairly good condition, conservative 
treatment was decided upon. A few hours later she sud- 
denly collapsed and was operated upon immediately. 

Laparotomy was performed through a lower abdominal 
incision. A firm mass was felt in the ileum about 60 cm. 
from the ileocecal valve; it was round and about the size 
of a golf ball. The bowel was opened and a gallstone re- 
moved. The wound was closed without drainage. 

The patient’s condition was poor throughout the opera- 
tion, and in spite of a transfusion she died a few hours 
following operation. No autopsy was done. 


Case 17. A housewife of 78 who was operated upon by 
Dr. A. W. Allen entered the Baker Memorial Hospital on 
May 12, 1934. She had been known to have a gall bladder 
full of stones for about 9 years. Three days before ad- 
mission she had severe right-upper-quadrant discomfort, 
with radiation to the scapula, lasting for 20 minutes. The 
morning of entrance she complained of gas pains, which 
were not relieved by a normal bowel movement. About 
noon the pain became colicky in character and occurred 
every 5 minutes, lasting about 15 seconds at each at- 
tack. An enema gave no relief and caused no results. 
Nausea and vomiting continued throughout the day. 

Examination showed tenderness on the left side of the 
abdomen near the umbilicus with slight spasm. The 
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white blood count was 11,000, the temperature 98°F., the 
pulse 88 and the respirations 16. Conservative treatment 
was advised. The day following admission, while in the 
x-ray department, she became nauseated but did not 
vomit. 

An x-ray film taken 9 months before admission had 
shown two large gallstones in the right upper quadrant, 
while one taken on admission showed one gailstone in the 
gall-bladder area with another lying opposite the left ischial 
spine. An x-ray film taken 2 days after admission showed 
a moderately dilated loop of what appeared to be the 
jejunum extending down to the stone. 

Two days after admission a laparotomy was performed 
through a left paramedian incision. The obstruction was 
about the size of a plum and was gently moved for 8 cm. 
in the intestine. The bowel was opened through a longi- 
tudinal incision, a gallstone was removed, and the bowel 
was sutured transversely. The abdomen was closed with- 
out drainage. The obstruction apparently occurred at the 
mid-ileum. 

Following operation, the patient’s temperature rose to 
105°F. and she showed signs of atelectasis. A transfusion 
was given, the patient’s condition improved, and she was 
discharged relieved on June 9. 


330 Dartmouth Street. 
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MASSACHUSETTS MEDICAL SOCIETY 
PROCEEDINGS OF THE COUNCIL 


Stated Meeting, February 2, 1938 


A STATED meeting of the Council was held 
in John Ware Hall, Boston Medical Library, 
8 Fenway, Boston, on Wednesday, February 2, 
at 10:30 a.m. The president, Dr. Channing Froth- 
ingham, Suffolk, was in the chair, and 180 Coun- 
cilors were present (Appendix No. 1). 

After the meeting was called to order by the 
President, he called upon the Secretary to present 
the record of the last meeting. The Secretary stated 
that the record of the meeting, held on October 6, 
1937, was published in the New England Journal of 
Medicine for October 28, 1937. The President de- 
clared that, there being no objections, the report 
would be considered approved as published. 

The President read the obituary of Dr. John M. 
Doran of Chelsea, a Councilor, who had died since 
the last meeting. 


Dr. Joun Micuaet Doran died at the Chelsea Memorial 
Hospital, November 13, 1937. He was in his fifty-third 


ear. 
‘ After attending both Chelsea and Charlestown schools, 
he received his degree from the Baltimore Medical College 
in 1907. He interned at the Maryland General Hospital. 
Dr. Doran was a member of the American Medical 
Association and of the Massachusetts Medical Society, 
being a member of the Council at the time of his death. 
He was president of the staff of the Chelsea Memorial 
Hospital. 
His twin sons survive him. 


Following the reading of the obituary the Coun- 
cil stood in silence in tribute to the memory of 
Dr. Doran. 

The Council voted to approve the report of the 
Auditing Committee as submitted by Dr. Edmund 
H. Robbins, Middlesex South (Appendix No. 2). 

Dr. Charles S$. Butler proceeded to present the 
Treasurer’s Report (Appendix No. 3), which was 
accepted by vote. 


REPORTS OF STANDING COMMITTEES 
Membership and Finance 


The report of the committee, as is customary, 
was divided into two parts, the first dealing with 
changes in membership (Appendix No. 4). This 
report was adopted and the recommendations ap- 
proved. The second part of the report (Appendix 
No. 5) contained the recommendations for appro- 
priations for the year 1938. The budget as submit- 
ted was approved by vote. 


Arrangements 


In the absence of the chairman, the report of the 
committee was read by the Secretary (Appendix 


No. 6). This report announced the dates of the 
1938 annual meeting to be May 31, June 1 and 
June 2, at the Hotel Bradford in Boston. The re- 
port was accepted and the recommendations 
adopted. 


Ethics and Disctpline 


The report of the committee was presented by 
the chairman, Dr. David Cheever, Suffolk. In 
compliance with the vote of the Council, passed at 
the October meeting, the committee had given 
consideration to a complaint against Dr. De Cesare, 
of Lawrence, for bringing suit against an officer 
and a fellow of the Society. Dr. De Cesare had 
presented an apology, which was published in the 
New England Journal of Medicine, and an ad- 
monition was administered by the President. The 
committee reported that the case was closed. This 
recommendation of the committee was adopted by 
vote. Dr. Cheever next presented a communica- 
tion designed to express the attitude of the Society 
toward matters of publicity (Appendix No. 7). 
It was voted to accept the report. 


State and National Legislation 


Dr. Charles C. Lund, Suffolk, presented the re- 
port of the committee. In connection with national 
affairs, he referred to a resolution introduced by 
Senator Lewis, of Illinois, in the spring of 1937. 
In effect this resolution would place all private 
practitioners of medicine in government employ. 
In accordance with the action taken by other state 
societies he then presented a resolution (Appendix 
No. 8). Dr. Lund presented a second resolution 
to be submitted to members of Congress and to the 
President of the United States (Appendix No. 9). 
This resolution had to do with dangers to public 
health from poorly regulated manufacture of drugs, 
foods and cosmetics. 

The Legislative Bulletin of the Society was pre- 
sented, and the Council was asked to direct the 
committee in its attitude toward certain bills. 
First is the bill requiring annual registration of 
physicians (House Bill 41). It is felt that the bill 
is better drawn than previous ones, but the com- 
mittee was not ready to take the responsibility of 
approving it. The second is House Bill 456, pro- 
viding for a state fund to replace the present 
method of handling remuneration under the work- 
men’s compensation law. The committee was in 
opposition to the bill but, since there might be 
members of the Council who felt that the bill 
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would be in the interest of the public, a discussion 
was requested. The third bill, House Bill 1298, re- 
quires the licensing of all hospitals. Some changes 
had been suggested. The matter was presented to 
the Council for discussion. House Bill 1409 is an 
act to regulate the selling of medicines which con- 
tain enough poison or deadly drug to kill a person 
if taken in whole or in part. There seemed to be so 
many complications which might arise, should 
such a bill pass, that the committee sought guid- 
ance. He then proceeded to discuss other bills 
which were included in the Legislative Bulletin. 
The Council voted to accept the report of the com- 
mittee and proceeded to take up the various rec- 
ommendations for action. It was voted to approve 
of the resolutions submitted by the committee (Ap- 
pendices No. 8 and 9). It was voted not to support 
House Bill 41. It was voted to oppose House Bill 
456. After considerable discussion of House Bill 
1298, the Council voted to oppose the bill as drawn. 
House Bill 1409 was discussed in considerable de- 
tail, and it was finally voted not to favor this bill. 
Following the disposition of the committee's report, 
the chairman called attention to the long list of 
bills on medical matters which were before the 
Legislature this year. He asked the support of the 
Society for the committee. 


Public Health 


Dr. Robert B. Osgood, Suffolk, presented the 
report of the committee (Appendix No. 10). 
After some discussion as to the possibility of pre- 
serving the anonymity of the physicians giving 
broadcasts, it was finally voted to accept the re- 
port. 


Medical Defense 


Dr. Franklin G. Balch, Norfolk, presented the 
report of the committee (Appendix No. 11). The 
committee raised the question as to whether the 
Society should continue to offer medical defense 
for its members since, in the majority of instances, 
physicians already carry malpractice-defense insur- 
ance. The Council voted to accept the report. 


Permanent Home 


The report of the committee was accepted as 
presented by the chairman, Dr. William H. Robey, 
Suffolk (Appendix No. 12). Dr. Robey then took 
occasion to refer to a matter not directly concerned 
with his report. He stated that the donor of the 
six hundred dollars would probably like to have 
his name withheld. Dr. Robey felt that the Coun- 
cil would like to know that the giver was Dr. 
Walter P. Bowers. 


There was a vote of appreciation. 
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REPORTS OF SPECIAL COMMITTEES 
Cancer 


The report of the committee, as presented by 
Dr. Truesdale, Bristol South, was accepted (Ap- 
pendix No. 13). 


Postgraduate Instruction 


The report of the committee, as presented by 
the chairman, Dr. Ober, Suffolk, was accepted by 
vote (Appendix No. 14). The recommendation 
that the committee be continued and directed to 
co-operate with government agencies in carrying 
out the present plan of postgraduate instruction 
was adopted. 


Public Relations 


The report of the committee was presented by 
the secretary, Dr. Bagnall, Essex North (Appendix 
No. 15). It was voted to accept the report. 


Miscellaneous 


The committee appointed to consider the bound- 
aries of the district societies reported through its 
chairman, Dr. John M. Birnie, Hampden. The 
report was adopted (Appendix No. 16). 

The committees previously appointed to consider 
restoration to the privileges of fellowship recom- 
mend such restoration under the usual conditions, 
except as noted in certain cases (Appendix No. 17). 
The action recommended was approved by the 
Council. 

APPOINTMENT OF NEW COMMITTEES 


The Council approved of the appointment of 
new committees to consider petitions for restora- 
tion to the privileges of fellowship (Appendix 
No. 18). 

The chair announced the appointment of a com- 
mittee to co-operate with the advisory committee 
of the State Commissioner of Health to help de- 
termine policies in regard to work on gonorrhea 
and syphilis. The committee consists of Drs. Peer 
P. Johnson, Roy J. Ward and Alfred L. Duncombe. 
The Council voted to approve the nominations. 


APPOINTMENT OF DELEGATES 


The President stated that the next business was 
the appointment of delegates and alternates to the 
American Medical Association. After some dis- 
cussion Dr. Frothingham explained that, at the 
February meeting of the Council in 1902, it was 
voted that delegates to the House of Delegates of 
the American Medical Association should be ap- 
pointed by the Council on nomination of the 
Président. The by-laws do not contain the specific 
vote passed at that time, but the procedure has al- 
ways been the same with perhaps one exception 
when a delegate was nominated from the floor. In 
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his opinion he considered it his duty to make the 
nominations. It was moved and seconded to 
rescind the vote passed by the Council in 1902. 
The President asked the vice-president, Dr. Phip- 
pen, to take the chair and the discussion proceeded. 
Dr. Mongan, Middlesex South, quoted from a let- 
ter sent to one of the members by the Secretary 
of the American Medical Association which read 
as follows: 


Delegates of the several states are elected to the House 
of Delegates by the constituent state medical associations 
in accordance with the specific provisions of the by-laws 
of those organizations. 1 think it is quite possible that 
the actual details of the election of delegates are not al- 
together similar in the various states, but no one has 
any voice in the selection of delegates other than the mem- 
bers or proper official bodies of the state associations. 


Dr. Frothingham asked that the quotation from 
the letter be published since it appeared to indicate 
that different states select their delegates in dif- 
ferent wavs. After more discussion, with numerous 
Councilors taking part, the motion was lost by a 
standing vote of 40 favoring and 92 opposed. 

The President then resumed the chair. He pro- 
ceeded to announce nominations and, when an 
attempt was made to make nominations from the 
floor, he stated that he could not go against the 
previous action of the Council and that he did not 
see how it was possible to have nominations from 
the floor. 


Dr. Blaisdell, Middlesex East, appealed from the 
ruling of the chair. Dr. Cheever, Suffolk, pointed 
out that the regulations and laws, under which the 
Society is enacted, are the by-laws and that these 
by-laws were passed in 1934. While admitting that, 
as a matter of procedure, the privilege had been 
accorded to the President to make nominations, it 
did not in the least preclude the right of the Coun- 
cil to make nominations from the floor. Dr. Froth- 
ingham suggested that, if the procedure had been 
in error, the Council should correct it but that, 
_until the vote directing the President to make 
nominations had been rescinded, the Council 
should adhere to that method. Finally, Dr. Blais- 
dell’s appeal from the ruling of the chair was 
brought up for vote and the Council ruled the 
chair to be in error. 


Dr. Joslin, Suffolk, moved and it was seconded 
that the Council reconsider its previous action rela- 
tive to the precedent established in 1902. Dr. Froth- 
ingham once more asked Dr. Phippen to the chair. 
After still further discussion, on standing vote, it 
was found that 92 had voted to repeal the previous 
action of the Council in 1902 and 33 voted against 
such repeal. On resuming the chair Dr. Frothing- 
ham stated that progress had been made, and that 
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since he believed that the Council now wanted 
nominations for delegates to be made from the floor 
he withdrew the nominations he previously made. 
There was some objection but he insisted. Nomi- 
nations then proceeded as follows: 


Charles E. Mongan (Middlesex South) 
Elmer S. Bagnall (Essex North) 
David D. Scannell (Norfolk) 

Michael A. Tighe (Middlesex North) 
Arthur W. Marsh (Worcester) 

John I. B. Vail (Barnstable) 

Walter G. Phippen (Essex South) 
Dwight O'Hara (Middlesex South) 


It was voted that the nominations be closed. It 
was next voted to proceed to elect by ballot. Drs. 
Blaisdell, Lionberger, Homans and Ellison were ap- 
pointed as tellers. The chair appointed the secre- 
tary, Dr. Begg, to act as referee and umpire. The 
Council adjourned for luncheon from 2:00 to 
2:30 p. m. 

Upon resumption of the session the President 
called upon the Secretary to announce the count 
which was as follows: 


It was declared that Drs. Scannell, O'Hara, Mon- 
gan and Phippen had been elected as delegates. 
Dr. Charles C. Lund nominated the other four 
men for election as alternates with the understand- 
ing that the individual receiving the highest num- 
ber of votes in this group of four be alternate for 
the delegate receiving the highest number of votes, 
and the others to follow in a similar order. Dr. 
Lund’s motion was carried and it was declared 
that Drs. Bagnall, Marsh, Tighe and Vail had 
been selected as alternates. . 

The Council voted to confirm the nominations 
of the President and to appoint delegates to the 
annual meetings of the adjoining New England 
societies as follows: 


Maine: Frank W. Snow (Essex North) 
William D. Walker (Essex North) 


New Hampshire: Daniel J. Ellison (Middlesex 
North) 
Henry F. Dearborn (Essex North) 


Vermont: Thomas F, Corriden (Hampshire) 
James W. Bunce (Berkshire) 


Rhode Island: Marshall N. Fulton (Norfolk) 
David D. Pratt (Bristol South) 


Connecticut: Clarence E. Burt (Bristol South) 
Theodore L. Story (Worcester) 
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Dr. Alexander S. Begg was nominated for ap- 
pointment as delegate to the Annual Congress on 
Medical Education and Licensure of the American 
Medical Association to be held at the Palmer 
House, Chicago, February 14 and 15, 1938. The 
nomination was confirmed and he was duly elected 
by vote. 


INCIDENTAL BUSINESS 


The Secretary presented a list of applicants for 
fellowship which had been received too late for 
publication prior to the meeting of the Boards 
of Censors on November 4, 1937. These individ- 
uals were admitted to the examination and were 
tentatively passed. The Council voted to approve 
the action taken and to declare these physicians 
fellows of the Massachusetts Medical Society. 


The Secretary presented a change in the by-laws, 
proposed by Dr. Reginald Fitz, chairman of the 
Committee on Medical Education and Medical 
Diplomas. This amendment was based upon a 
resolution adopted at the annual meeting on rec- 
ommendation of Dr. Levi, Middlesex South (Ap- 
pendix No. 19). These changes were presented 
for information of the Council. The regular pro- 
cedure for their presentation to the annual meet- 
ing will be followed. 


The President presented another proposed 
change in the by-laws designed to divide the work 
of the Committee on Membership and Finance 
and to create a new committee which will deal en- 
tirely with budget and financial planning (Appen- 
dix No. 20). Upon being duly moved and sec- 
onded it was voted to recommend these changes 
in the by-laws for adoption by the Society at its 
annual meeting in June, 1938. 


On motion of Dr. Walter P. Bowers, Worcester, 
the Council voted as follows: 


The Council of the Massachusetts Medical Society, 
representing over five thousand physicians in the State, 
in the*regular appointed meeting of this second day of 
February, 1938, hereby records its endorsement of the 
administration of the Massachusetts Department of Pub- 
lic Health under the direction of the Commissioner of 
Public Health, Dr. Henry D. Chadwick. And _ further 
that the President and Secretary of the Massachusetts 
Medical Society are hereby authorized to assure His Ex- 
cellency, Governor Hurley, that, under the continued serv- 
ice of Dr. Chadwick in the position now held by him, 
the Commonwealth will maintain its generally accorded 
high standing in the public-health administration of the 
several states of the Union. 


The Secretary presented a petition from physi- 
cians on Martha’s Vineyard requesting that there 
be established a separate district society on the 
Island of Martha’s Vineyard. The Council voted 
to refer the communication to Dr. Birnie’s commit- 
tee, previously appointed to consider boundaries of 
district societies. 
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The Council, after discussion, voted “that a com- 
mittee of five most recent presidents of the Mass- 
achusetts Medical Society be appointed to consider 
suitable changes in the by-laws which will clarify 
the method by which delegates to the House of 
Delegates of the American Medical Association 
shall be chosen.” 


Dr. Halbert G. Stetson, Franklin, reported that 
he had attended the annual meeting of the Ver- 
mont State Medical Society, held in St. Johnsbury, 
Vermont, last fall. It was a two-day meeting, full 
of enthusiasm and with evidence of hospitality to 
the delegates. He stated that an excellent program 
had been prepared. 

The Secretary announced that Dr. Francis E. 
O’Brien had resigned as secretary of the Hamp- 
shire District Medical Society and that Dr. Joseph 
D. Collins had been elected to fill the vacancy. 


The Council voted to postpone discussion of the 
subject which has come to be known as “Principles 
and Proposals.” 


The meeting adjourned at 3:05 p. m. 
ALEXANDER S. Beco, Secretary. 


APPENDIX NO. 1 


ATTENDANCE 
BARNSTABLE Essex SouTH 
M. E. Champion J. F. Donaldson 
S. M. Beale, Jr. B. B. Mansfield 
J. I. B. Vail A. E. Parkhurst 
W. G. Phi 
BERKSHIRE J. W. Trak 
I. S. F. Dodd aes 
Solomon Schwager 
P. J. Sullivan H. G. Stetson 
A. H. Wright 
Bristo. Nortu 
H. L. Rich 
W. H. Allen 
A. R. Crandell E P ok jr 
F. V. Murphy J. M. Birnie 
BristoL SouTH W. A. R. Chapin: 
Henry Wardle J. L. Chereskin 
G. W. Blood P. E. Gear 
R. B. Butler Frederic Hagler 
E. D. Gardner E. A. Knowlton 
H. E. Perry M. W. Pearson 
G. L. Steele 
tk MIppLESEX East 
. Walker 
R. V. Baketel 
CS ‘i Richard Dutton 
j E. M. Halligan 
7 WwW Col J. H. Kerrigan 
De K. L. Maclachlan 
R. R. Stratton 
L. C. Peirce 
G. L. Richardson MippLEsEX NortH 
F. W. Snow F. D. Lambert 
C. F. Warren M. L. Alling 
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A. R. Gardner 
F. P. Murphy 
T. A. Stamas 
M. A. Tighe 


Mipp.LesEx SouTH 


. F. Conley 
. Cummings 


. Godfrey 

. Grandison 
. Guthrie 

. Higginbotham 
. Hunter 

. Jackson 

. Levi 

Lowry 

. McGirr 

. McLean 
ard Mellus 
C. E. Mongan 

J. P. Nelligan 

E. J. O’Brien, Jr. 
Dwight O'Hara 


Fresenius Van Niiys 
M. W. White 
W. S. Whittemore 


NorFo_k 
Frederick Reis 
F. G. Balch 
A. S. Begg 
M. G. Berlin 
M. I. Berman 
D. N. Blakely 
Myrtelle M. Canavan 
F. S. Cruickshank 
D. G. Eldridge 
H. M. Emmons 
C. B. Faunce, Jr. 
L. M. Freedman 
Maurice Gerstein 
W. A. Griffin 
J. B. Hall 
H. L. Johnson 
E. L. Kickham 
H. M. Landesman 
I). L. Lionberger 
F. P. McCarthy 
M. V. Safford 
D. D. Scannell 
F. J. Simmonds 
J. W. Tiede 


NorFo_k SoutH 
N. R. Pillsbury 


Jacob Brenner 
W. H. Pulsifer 


SUFFOLK 


Conrad Wesselhoeft 
W. B. Breed 

C. S. Butler 

David Cheever 
Lincoln Davis 

R. L. DeNormandie 
G. B. Fenwick 
Reginald Fitz 
Channing Frothingham 
John Homans 
Rudolph Jacoby 


S. McKiturick 


ers 


n S. Pittman 


< 
2 


I. J. Walker 
C. F. Wilinsky 


WORCESTER 


J. C. Austin 
W. P. Bowers 
L. R. Bragg 
G. A. Dix 

E. B. Emerson 


. H. Washburn 
. P. Watkins 


— 
5 


Worcester Nortu 
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C. S. Adams APPENDIX NO. 2 

D. J. Bailey 

R. L. Cook REPORT OF THE AUDITING COMMITTEE 

W. G. Curtis 

The Auditing Committee has required an audit of the 

PLYMOUTH books of the Treasurer by a certified public accountant. 

L. A. Alley The committee reports that the certified public accountant 


examined the securities in the care of the Treasurer and 
found such to be correct. 
Epmunp H. Rossins, 
Joun B. THomes. 


Hartshorn and Walter 
Certified Public Accountants 
50 Congress Street 
Boston 


January 26, 1938. 
The Auditing Committee: 
Dr. Edmund H. Robbins and Dr. John B. Thomes 
The Massachusetts Medical Society 
Boston, Massachusetts 


Gentlemen: 


At the request of your treasurer, Dr. Charles S. Butler, 
we have examined the books and accounts of the Mass- 
achusetts Medical Society for the twelve months ended 
December 31, 1937, and submit herewith: 


Schedule A. Statement showing the balance sheet 
of the Massachusetts Medical Society, 
December 31, 1937. 

Schedule B. Statement showing the revenue and 
expenses of the Massachusetts Medi- 
cal Society for the twelve months 
ended December 31, 1937. 


The cash on deposit in the banks has been reconciled 
with the bank statements and found correct. 

The cash receipts as recorded have been properly ac- 
counted for and disbursements are supported by vouchers 
or canceled checks which were examined by us. 

The securities and savings bank books in the various 
funds were examined by us. 

The accompanying balance sheet and related statement 
of revenue and expenses fairly present its position at 
December 31, 1937, and results of its operations for the 
year. 

Respectfully submitted, 
HartsHorN AND WALTER. 


SCHEDULE A 
STATEMENT SHOWING THE BALANCE SHEET OF MASSACHUSETTS MEDICAL SocIETY 
December 31, 1937 


ASSETS 
Fund Securities and Cash 


Funp Accounts 
Endowment Furds 
Fund 
Fund: 
Jonathan Phillips 1860.................. 10,000.00 
Cotting Fund: 
. E. Cotting $1,000.00 1876-1881-1887.. 3,000.00 
— 22,166.87 


ett 
wood 
Bowers 
y 
udley 
E. P. Joslin ee 
T. H. Lanman 
Max Ritvo 
E. S. A. Robinson 
M. J. Schlesinger 
E. F. Sewall 
E. W. Small 
H. P. Stevens 
R. A. Taylor 
H. W. Thayer 
. M. Smit 
M. C. Sosman 
E. Emery 
M. Fallon 
L. Hunt 
R. Leib 
W. Marsh 
T. R. Donovan 
E. A. Adams 
H. C. Arey 
A. F. Lowell 
F. M. McMurray 
H. R. Nye 
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General Fund 


Balance, January 1, 1937 
Add, — Unexpended revenue for the twelve 


$94,828.04 


98,730.48 


$181,158.75 


months ended December 31, 1937. 3,902.44 
Balance, December 31, 
ENDOWMENT FUNDS 
December 31, 1937 
Securities 
and Cash 
Shattuck Fund 
Annuity Policy — Massachusetts Hospital Life 
Phillips Fund 
$10,000 Commonwealth of Massachusetts 314s 
Jan. 1, 1944 (Reg.) eee 10,000.09 
Cotting Fund 
Deposit — Institution for Savings in Roxbury. 1,000.00 
Institution for Savings, 
suffolk Savings Bank, Boston...... 1,000.00 
BUILDING FUND 
DecemBer 31, 1937 
Securities 
and Income 
Cash 
Cash, New England Trust Co. ...........-- $5,286.96 
Deposit, Frimingham National Bank, Savings 
Deposit, Franklin Savings Bank ............ 1,735.63 42.59 
,000 American Tel. & Tel. Co. Deb. 3%s 
1,000 Blackstone Valley Gas & Electric First 
Mtge. & Coll. Trust 4s Series C 
Nov. 1, re 1,025.00 40.00 
1,000 Boston & Albany R. R. First Mtge. 
Series A 4%s April 1, 1943 (Guar- 
Canadian Drage ene Ry. Equip. Series L 
1930 June 1, 1937 ......... 22.56 
5,000 Conveyancers Title Insurance & Mort- 
gage Co. 4%s Parti Mtge. Oct. 31, 
5,000 C/D Chicago, acific Ry. 
Ist Ref. 4s havi 034 (In de- 
1,000 Cincinnati Union Terminal First 
Mige. — C 5s May 1, 1957 
(Guaranteed) 1,000.00 50.00 
1,000 City of Buffalo, N. Y. 4.20% Sept. 1, 
City of Cleveland 4s Sept. 1, 1937.. 45.00 
1,000 City of — Mass. 4s Aug. 1, 
1,000 City of Pa. April 1, 
1,000 City of St. Paul, Minn. 4s Feb. 1, 
City of Newburyport, Mass. 2s Nov. 1 
1,000 City of Quincy, Mass. 3'3s May 1, 
1,000 Commonwealth of Massachusetts 3s 
July 1, 1939 (Reg.) ............ 1,020.00 30.00 
1,000 Connecticut River Power Co. 334s 
1,000 General Motors Accep. Corp. 3'4s 
1,000 Kansas City, Mo. 414s Dec. 1, 1945 . 1,040.00 42.50 
2,000 N. Y. Central R. R. S. F. Sec. 345 
1,500 N. Y. Chicago & St. Louis Ry. Notes 
1,000 Southern Bell Tel. & Tel. Co. Deb. 
2,000 Standard Oil Co. of N. J. Deb. 3s 
1,960.00 60.00 
500 Swampscott, Mass. Series D 3's 
1,000 U. S. A. Treasury Note Series A 1's 
2,000 ag ry Ry. Co. Ist & Ref. Mtge. A 
Medical Library Note 4!4% 
Gift oo from Dr. Bowers....... 600.00 
Less, — Bond Premiums Charged Off. . 103.50 
$2,310.32 
Norte: 


has been transferred to Building Fund Principal. 


Income 


$229.17 


350.00 


22.50 


25.00 
22.50 


$649.17 


Premium 
Charged 
Ort 


10,00 


10.00 
42.50 


9.00 
10.00 
6.00 
1.50 
4.00 


10.50 


$103.50 


The Net Income from Building Fund amounting to $2,310.32 
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GENERAL FUND 


DrceMBeR 31, 1937 
Securities 
an 
Cash 
Cash, Merchants National Bank ............ $10,297.36 
Cash, New England Trust Co. ............ 3,832.68 
Deposit, Franklin Savings Bank, ‘Boston .... 1,074.48 
$2,000 American Tel. & Tel. Co. Deb. 3'4s 
ee. 1, 2,040.00 
3,000 Appalachian Elec. Power Ist & Ref. 
5s May 1, 1956 2,910.00 
2,000 Beth'ehem Steel Corp. '§. F. Series £ 
1,000 Blackstone Valley Gas & Elec. Co. 
Col. Trust Mtge. Series C 4s Nov. 
1, 1965 1,025.00 
2,000 Boston & Albany R.R. Ist 4145 Apr. 1, 
1943 (Guaranteed) 1,935.00 
1,000 Canadian Natl. Ry. uip. Series y 
May 1, 1938 1,027.00 
1,000 Canadian Natl. Ry. Equip. Series J 
444s May 1, 1939 (Guaranteed) 1,045.25 
2,000 Cedars Rapids Mfg. hk. Power Co. Ist 
Mtge. 5s Jan. 1, 1953 .. ... ne 1,870.00 
3,000 Central Power & Ligh Co. Ist 5s 
Aug. 1, 1956 2,730.00 
1,000 —T. & Ohio Equip. Tr. ‘Series 
1,026.52 
oo City of Brockton $5,000 .60% Dec. 9, 
1,000 City of Buffalo Ref. 4.20% Sept. 1, 
1939 1,025.00 
2,000 City of Buffalo 2.60% July 1, 1939 . 025.00 
— City of Cambridge 3%s Dec. 1, 1937. 
- Malden $5,000 .65% Nov. 
City of $5,000 .60% Nov. 
— City ‘of $5,000 
Nov. 5, 1937 
— City of St. Paul 4s Feb. 28, 1937 . 
of Australia 5s July 
1,000 Commonwealth of Mass. 344s Jan. 1 
1,010.00 
3,000 Commonwealth of Mass. 344s July 1 
1,000 Cima of Mass. 3'%s July 1 
1,000 Commonwealth of Mass. 3'4s Jan. 1 
1,000 Connecticut River Power Co. Ist 3% 
Series A Feb. 15, 1961 .......... 1,045.00 
2,000 Conveyancers Title Insurance & Mort- 
gage Co. 44s Dec. 1, 1937 (In 
1,000 Erie County 4s Oct. 15, 1938 ....... 1,030.00 
1,000 General Motors Accept. Corp. 3145 
1,000 General Motors Accept. Corp. 3s 
1,000 Georgia Power Co. Ist Ref. 5s Mar. 1, 
3,000 International Paper Co. Ref. Series A 
3,076.00 
2,000 Great Northern Ry. Co. Gen. Mtge. B 
1,000 Great Northern Ry. Co. Gen. Mtge. 
Gold Series A 3%s Jan. 1, 1967.. 975.00 
1,000 Laughlin Steel Co. Ist Mige. 
es A 444s Mar. 1, 1961 ...... 970.00 
1,000 Renee Gas & Coke Co. Ist & Col. 
Trust Series A 4s Nov. 1, 1951... 1,000.00 
Central Equip. June 1, 
2,000 Metropolitan Ice Co. Ist Mtge. Series 
Minneapolis 4s July 1, 1937......... 
1,890 National Bondholders Corp. Partic. 
Yert. Guarantee Title & Trust Co. 
A Reg. (In default) .... ....... 1,890.00 
1,000 N. Y. Certral R. R. S. F. 334s Series 
C Apr 1, 1946 (Secured) ....... 980.00 
1,000 N. Y. Chicago and St. Louis Ry. Co. 
Ist Mtge. 35s extended to Oct. 1, 
750 N. Y. Chicago & St. Louis R.R. 6% 
2,000 Ohio Edison Co. Ist Mtg. 4s Sept. 1 
1,000 Peoples Gas Light & Coke Co. Ist & 
Ref. Series D 4s June 1, 1961..... 975.00 
1,006 Public Service Co. of No. Ill. 445 
July 1, 1960 Ist Lien & Ref. Se- 
4,000 Public Service Co. of No. Hl. Ist & 
Bet. Se Oct. 3, 1056 3,640.00 
2,000 So. Pacific (Ore. Lines) Ist Mtge 
Series A 4s Mar. 1, 1977....... 1,605.00 
1,000 Texas Corp. 3's Deb. June 15, 1951. 1,000.00 
2,000 Tidewater Assoc. oil Co. S. F. Deb. 
1,997.50 


*Interest paid out. 


Mar. 17, 1938 


Premium 
Income Charged 
Off 


$26.86 
65.00 
150.00 
75.00 


40.00 
90.00 
45.00 
45.00 
100.00 
150.00 
10.56* 


10.00 
15.00 


7.45 


21.50 


11.51 


15.00 


30.00 


22.50 


12.42 
42.00 10.00 
52.00 15.00 
13.00 
24.38 
8.33 
22.50 
26.11 
101.67 
12.83 
105.00 
35.00 
35.00 
37.00 
40.00 
32.50 
30.00 
50.00 
180.00 
110.00 
15.62 
42.50 
40.00 
27.50 
140.00 
000 
37.50 
2.72" 
45.00 
8.00° 
40.00 
45.00 
200.00 
90.00 
35.00 
21.00 
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3,000 U. S. Cold Storage Co. Ist Mtge. 
R 5 


Se Go jan. 3,000.00 180.00 Maintenance of Societ 
2,000 U. S. Rubber Co. Ist & Ref. 5s Jan. 1, - (including clerical and other ex- 
2,200 U.S. A. Treasury 314s Oct. 15, 1945-43 2,200.00 71.49 
2,000 A. Treasury 274s June 15, 1938.. 2,000.00 57.50 
2,000 U.S. A. Treasury 3'4s Aug. 15, 1941 . 2,000.00 65.00 
1,000 U.S. A. Treasury 3'%4s Oct. 15, 1945-43 1,015.00 32.44 Committee Expenses: ; 
2,000 A. Treasury 34s Oct. 15, 1945-43 2,026.25 65.07 State and National Legisla- 
1,000 U.S. A. Treasury 144s Series A Mar. tion . 481.47 
15.00 Public Health 10.67 
— U.S. A. Treasury 3s Feb. 15, 1937. .. 30.00 Med'cal Education and 
3,000 U.S. A. Treasury 154s Series A Mar. D:ploms 100.33 
3,003.44 13.09 Membership and Finance. 16.45 
1,000 Virginian Ry. Co. Ist & Ref. Mtge. Ethics and Discipline 36.04 
Series A 3%s Mar. 1, 1966 ...... 1,022.50 37.50 Obstetrics and Gynecology 22.40 
1,000 Western Mass. Co. 3'4s Note due Public Relations. —..... 558.27 pm 
June 15, 1,012.50 32.50 2,225.63 
3,000 Wilson Co. Inc. Series A Ist Mtge. 4s Miscellaneous expenses ............... 71.35 
July 15, 1955 ......... 3,000.00 120.00 
— New England Journal of Medicine... 1.00 Refunds to District Societies.............. 
$98,730.48 $3,474.03 $157.96 Standing Commitices 
Less, — Bond Premiums Charged Off. . 157.96 Publications: 
—— New England Journal 
B. Annual Directory..... 2,145.66 
BUILDING FUND $22,645.66 
Dr 31, 1937 Medical Defense ... ........ . 1,454.60 
Committee on Postgraduate Instruction 766.67 
Additions: 
Income from Securities ................ $1,813.82 Total Expenses........... 
Gift received from Dr. Bowers.......... 600.00 Unexpended 
2,413.82 
360,364.99 APPENDIX NO. 3 
Deduction: 
Bond Premiums Charged Off............. 103.50 Repoar or tue Tarasunee 
Balance, December 31, 1937...........ccccccees, $60,261.40 


SCHEDULE B 


STATEMENT SHOWING THE REVENUE AND EXPENSES OF THE MASSACHUSETTS 
Mepicat SoctrTy FOR THE TWELVE MontHs ENDED 


DeceMBER 31, 1937 


REVENUE 


Assessments Received by District Treasurers 


ee ae thought it advisable, from time to time, to buy short. 
term paper, to carry along, until the future seemed more 
1,790.00 certain. This practice has, of course, reduced somewhat 

nie. ae The Treasurer would again state his opinion, covering 
1,150.00 the policy of investment to be followed. Because funds 
ll ee ee ara of the Society are, in his opinion, funds IN TRUST, they 
EDR RNI should be invested with consideration, first, of safety of 
Plymouth .......0essceeverrsseseeseeeees 1.488 principal. They should not be put in common stocks, 
RII REN AEC: which fluctuate widely. It is unnecessary to recall to mind 
ade 1,050.00 what happened to common stocks in 1929 to 1932; nor to 

Assessments Received by Treasurer.............. 1,458.50 point to the last four months of 1937, when most common 

Non-Resident Assessments... 0... 0000000ccccceuues 1,434.00 stocks, even the best, dropped 40 per cent in price, and 

Sale of Directories and “History” ............... 62.64 many others, dropped from 50 to 70 per cent. For this 

Committee of Arrangements — Annual Meeting. 119.33 Society, the Treasurer believes that a moderate, dependable 

income, with reasonable safety of principal, is the wiser 

ne 965. e revenues, in , from annual resident dues, 

Prope Gm Gees OF Geonritirs..................... 149.30 amounted to $47,754, the largest amount ever received 

$53,484.53 from this source. Nonresident dues amounted to $1,434 
thar additional, so that the total received was $49,188. 

Salaries Income received from invested funds of $3,965.24, from 
sales $62.64, and profit $149.30 — together $4,177.18 — 
.................. $6666 make a combined revenue of $53,365.20 an increase over 
Editor Emeritus of Journal............ 1,200.00 ei datas hoi and the Jargest total annual revenues ever received 

y the Society. 

tee The Building Fund has been increased by two items: 
a RS 1,616.24 first, an annual return of $1,710 from investments, and 
secondly, a very generous gift, from Dr. Walter P. Bowers... 

rc of $600. You can probably realize the thrill experienced 
one to American Medical Associa- ca de by the Treasurer when this gift was received. It is a won- 
5,895.64 derful example of devotion and loyalty to the Society. 
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General Expenses 


6,952.86 
5,000.00 


24,866.93 


469 


49,582.09 


$3,902.44 


The past year, 1937, has been a year of advance for the 
Society in financial affairs. But there have been problems 
to meet, and the Treasurer has had one problem, in par- 
Interest rates 
have continued low; offerings of high-grade securities, fit- 
ted for funds of the Society, have commanded such high 
prices and yielded such low income returns (as less than 
3 per cent for long-term bonds), that the Treasurer 


ticular: that of investing available funds. 


470 


Total expenses, during 1937, have increased over $2000. 
The expense of publishing an annual directory, a practice 
begun in 1911, has increased over 1936. The expense to 
the Society of the New England Journal of Medicine, as 
was expected from the Treasurer’s report for 1936, shows 
an increase; and other expense accounts show increases. 
Expenses of the Committee on Public Relations also shows 
considerable increase over 1936. In connection with ex- 
penses, the Treasurer urges more careful conformity to 
budget allotments. The Society has a yearly budget; and 
the budget should be considered, and not overspent. 

A pleasant result of 1937 is that of the Committee of 
Arrangements, The Council, in 1937, appropriated $2000 
to cover necessary or unforeseen demands for expenses of 
the annual meeting. With careful supervision of ex- 
penses, and larger revenue from commercial booths, this 
committee turned over to the Treasurer a balance of 
$119.33. It is the first time, the Treasurer believes, this 
result has been accomplished, and shows good manage- 
ment. The Treasurer appreciates the co-operation of that 
committee, under the guidance of Dr. Rogers. 

The Society ended 1937 with unexpended revenue of 
$3,902.44. Total assets of the Society now amount to 
$181,158, an increase for the year of over $6,000. 

The Treasurer takes this opportunity to thank the of- 
ficers of the Society and the district officers for their co- 
operation; and especially thanks the staff of the New 
England Journal of Medicine. 


Cuartes S. But_er, Treasurer. 


Tue Massacuusetts Mepicat Society 


TreasurER’S RésUME OF FINANCES FOR CALENDAR YEAR 1937, 
In CoMPARISON WITH YEAR 1936 


DISBURSEMENTS 
SALARIES 

1936 1937 
Editor Emeritus, of 1,200.00 

EXPENSES OF OFFICERS AND DELEGATES 

Delegates to American Medical Association....... 681.26 387.34 

GENERAL 
Maintenance of Society Headquarters............. 3,959.70 4,171.88 
COMMITTEE ExprNnses 
Of Arrangements, Annual Meeting............... 1,157.43 on 
Publications: 

New England Journal of Medicine...... 17,500.00 20,500. 
Membership and Finmance...........ccccccscesces 10.25 16.45 
Medical Education and Diplomas................ 109.37 100.33 
State and National Legislation... ............... 1,993.44 481.47 
Postgraduate Medical Instruction................ 753.51 766.67 

SpeciAL APPROPRIATIONS 

Attorney Expense, re Dr. De Cesare suit.......... 350.00 — 
Contribution to Boston Better Business Bureau... 25.00 25.00 
Surety Bond, District Treasurer (one)........... 6.25 6.25 
Section of Obstetrics and Gynecology............ 89.50 22.40 
Bupense of Joint Meeting. 78.74 —- 
Retund to District Societies. 5,000.00 5,000.00 
$52,638.35 $53,484.53 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 17, 1938 


REVENUES 
1936 1937 
Assessments: 
aid to District Treasurers..............00.. $43,886.50 $46,295.52 
Paid by Non-Resident Fellows............... 1,495.00 1,434.00 
Sales of Directory and ‘‘History’’............+.+. 48. 62. 
Revenue, over expenses, of annual meeting, June, 


FOR COMPARISON 
Cost oF ANNUAL Directory OF FELLOws 


1933 1934 1935 1936 1937 
$1,637 $1,864 $1,947 $1,920 $2,145 


1932 
$1,935 


APPENDIX NO. 4 


REporT OF THE COMMITTEE ON MEMBERSHIP 
AND FINANCE, ON MEMBERSHIP 


This committee recommends: 


1. That the following named twenty-two fellows be 
allowed to retire as of December 31, 1937, under the pro- 
visions of Chapter I, Section 5, of the by-laws: 


Ash, John Henry, Quincy. 

Bartlett, Oliver Leslie, Pittsfield. 

Beals, Arthur Loring, Brockton. 

Blenkhorn, James, Stoneham. 

Blodgett, Stephen Haskell, South Lincoln. 

Bowen, John Templeton, Boston. 

Burnett, Frank Hollis, Brockton. 

Francis, Carlton Shurtleff, Brookline. 

Gates, Ernest A., Springfield. 

Howe, Oliver Hunt, Cohasset. 

Kellogg, Frederic Leroy, Boston, with remission of dues, 
1935, 1936, 1937. 

King, Frederick Augustine, Marshfield. 

Lawrence, Joseph Henry, Brockton. 

Pierce, Helen Frances, Plymouth. 

Robertson, Ewan Alexander, West Newton. 

Rockwell, John Arnold, Cambridge. 

Rolfe, William Alfred, Boston. 

Schmidt, Frederick Sextus, Roxbury. 

Stone, Ella Gertrude, Boston. 

Thompson, Clara Louise Hunt, Boston. 

Tryon, Geneva, Boston. 

Ussher, Clarence Douglas, Worcester. 


2. That dues of the following named five fellows be 
remitted under the provisions of Chapter I, Section 6, of 
the by-laws: 

Borden, Charles Richardson Cobb, Brookline, 1938. 

Cabitt, Henry Leo, Brookline, 1936, 1937. 

Dunscombe, William Colby, Ensenada, Porto Rico, 1937 
(in part), 1938. 

Hamilton, Robert Delaney, Newburyport, 1938. 

Wilder, Edward Wheeler, Madura, South India, 1938. 


3. That the following named twelve fellows be al- 
lowed to resign as of December 31, 1937, under the pro- 
visions of Chapter I, Section 7, of the by-laws: 
Beckner-Otis, Clara Lee, Brea, California. 


Byrnes, John Peter, Springfield, with remission of dues, 
1935, 1936, 1937. 
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Cohen, Archibald Clinton, White Haven, Penn. 

Durgin, Edward Chase, Marshfield. 

Eaton, Charles Alexander, Boston. 

Hanlon, Joseph Peter, Hudson. 

Hitchcock, James, Mason, N. H., with remission of dues, 
1937. 


King, Marjorie Clara Meehan, Princeton, N. J. 

Sheffner, Sidney Alexander, Los Angeles, Calif. 

Spink, Wesley William, Minneapolis, Minn. 

Weymouth, Currier Clyde, Farmington, Maine, with re- 
mission of dues, 1935, 1936, 1937. 

Whitman, Luther Oakes, Randall, Minn. 


4. That the following named twenty-eight fellows be 
deprived of the privileges of fellowship under the provi- 
sions of Chapter I, Section 8, Clauses (a) and (4) of the 
by-laws: 

Berenson, Wyman, Mattapan. 

Chapman, Lillian Dobson, Boston. 

Cox, Oscar Francis, Brookline. 

Donovan, Paul Royal, Revere. 

Heffernan, Dennis William, Framingham. 
Hubbard, Elizabeth Wright, New York City. 
Hymen, Max Henry, Lowell. 

Lalime, George Louis, Tewksbury. 

Langlois, William Edward, Worcester. 
Larsson, Johan Gustave, Boston. 

Lavine, George Robert, Rochester, N. Y. 
Lemire, Joseph Edward, Worcester. 

Lyons, George Henry, Roslindale. 

MacLeod, Harry Found, East Milton. 
Markham, Erwin Walter, Great Barrington. 
McLaughlin, Hugh Joseph, Caldwell, Idaho. 
McSheehy, Theobald Coleman, Worcester. 
Mitchell, William, Needham Heights. 
Murphy, Joseph William Patrick, Peabody. 
Record, Myles Standish, Abington. 

Rifkin, Abraham, Brockton. 

Ruggles, Roger Lee, Westfield. 

Shaw, Arthur Briggs, Longview, Washington. 
Sweeney, John Gerard, Hingham. 
Thompson, Richard Henry, Center Sandwich, N. H. 
Tierney, Edward James, Dorchester. 
Tosney, Harold John, Bellwood, III. 

Vaccaro, Francis Joseph, Pittsfield. 


5. That the following named seventeen fellows be al- 
lowed to change their membership from one district so- 
ciety to another without change of legal residence, under 
the provisions of Chapter III, Section 3, of the by-laws: 


From Middlesex South to Essex North 
Abrams, Jacob Irving, Newton Center. 


From Middlesex South to Suffolk 
Albright, Hollis Ludlow, Newton Highlands. 
Aub, Joseph Charles, Belmont. 
Clifford, Milton Henry, Cambridge. 
Marks, Joseph Henry, Newton. 
Miner, Leroy Matthew Simpson, Newtonville. 
Mintz, Emanuel Ross, Newton. 


From Middlesex South to Worcester 
Bray, Thomas Ambrose, Holliston. 


From Norfolk to Suffolk 
Arkin, Louis, Sharon. 
Callanan, Eugene Francis, Dorchester. 
Dunphy, Edwin Blakeslee, Brookline. 
Green, Robert Montraville, Brookline. 
Ham, Thomas Hale, Brookline. 
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Lehnherr, Ear] Rudolph, Brookline. 
Painter, Charles Fairbank, Brookline. 
Short, Charles Lyman, Brookline. 


From Norfolk to Middlesex South 


Schlosberg, Charles, Brookline. 
Davin N. Biakety, Chairman. 


APPENDIX NO. 5 


REePorRT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON FINANCE, 


Bupcet For 1938 


Recommended Appropriated 
for 1938 in 1937 
Salaries: 
Executive assistant  ........... 2,000 1,500 
Editor of Journal, emeritus........ 1,200 1,200 
— $7,200 —— $6,700 
Expenses of officers and delegates: 
President and vice-president....... $500 $500 
District treasurers ..............0. 2,600 2,400 
Censors 825 800 
Delegates to House of Delegates, 
American Medical Association. 2,300 500 
— 82235 —— 5,800 
Maintenance society headquarters, in- 

cluding clerical and other ex- 

350 300 
Standing comm tees: 

Publications: 
. New England Journal of 
Medicine 21,500 22.800 
B. Annual Directory.......... 2,400 2,000 
Membership and Finance ......... 25 25 
Ethics and Discipline ........... 50 100 
*Medical Education and Medical 
Diplomas ape 200 200 
tState and Notional Legislation. .... 2,000 2,000 
Malpractice Defense .............. 2,000 2.000 
29,275 —— 31,225 
Special Committees: 
Postgraduate Instruction .......... $1,000 $1.000 
ced 1,000 2,000 
200 
Section of Obstetrics and Gynecology 250 -_- 
Boston Better Business Bureau..... ss 25 
— 2,250 ——— 3,225 
Returns to district societies............ 4,000 5,000 


*Including expenses of delegate to annual congress at Chicago and prize 
offered to interns in Massachusetts. 


tincluding expenses of delegate to annual congress at Chicago. 


APPENDIX NO. 6 


REPORT OF THE COMMITTEE OF ARRANGEMENTS 


The 1938 annual meeting will be held May 31, June 1 
and 2, at the Hotel Bradford in Boston. The second day, 
June 1, will be given over to a combined clinical meeting 
along the lines of the one which proved so successful 
last year. Every effort is being made to secure outstand- 
ing speakers for this program and to offer to members a 
morning and afternoon of unusual interest. The various 
section meetings will be held on the first and third days. 

Through planned economy in recent years, the Com- 
mittee of Arrangements has been able to run the annual 
meetings at a nominal cost to the Society. This year, we 
are asking for an appropriation of only one thousand dol- 
lars in contrast to twice that amount appropriated by the 
Council in the past few years. 


Wa ter S. Burrace, Chairman. 
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APPENDIX NO. 7 


GENERAL PriINcipLes GOVERNING PUBLICITY 


The distinction between medicine as a liberal, scientific, 
altruistic profession, and vocations based on industry and 
commerce has always been jealously maintained by physi- 
cians. In this connection, advertising — one of the chief 
foundations of competitive business — is not employed by 
physicians, since it tends to lower the dignity of the pro- 
fession and to give a false idea of values and thus im- 
pairs the usefulness of the profession to the public. In the 
past, the sole approved way for physicians to make them- 
selves and their qualifications known was by joining med- 
ical societies and taking part in their activities, writing for 
medical journals, and establishing a reputation which 
spread in a natural way among the laity. They were 
denied the usual avenues of publicity open to business men. 


These principles are as sound today as ever before. 
New conditions affecting all mankind, especially the vast 
development of more effective means of communication by 
press, radio and film, and new concepts of the desira- 
bility of informing and educating the public on matters 
formerly considered to lie within the sphere of interest 
of a small class only, are profoundly affecting the status 
of the physician, with the result that he must participate 
in these activities. Such participation is fraught with the 
possibilities of abuse which may harm the profession. 
Publicity and educational propaganda actively carried on 
by physicians must be regulated with care by organized 
medicine. The following code is suggested for adoption 
by the Massachusetts Medical Society for the guidance of 
its fellows, officers and standing committees to enable them 
to protect its standards. 


As a preamble it may be stated that now as always, 
the best way to impress the public with the value of sci- 
entific medicine is for every practitioner to make himself 
competent, conscientious and sympathetic in carrying out 
his professional duties. If every layman could have fre- 
quent personal relations with such a physician most of the 
problems concerning the medical care and education of 
the public would cease to exist. 

Every form of publicity and propaganda in which physi- 
clans engage must have for its sole object the benefit of 
the public through education. If its effect is to aggrandize 
and advertise the merits of an individual physician or 
group of physicians, it is objectionable and contrary to the 
spirit of the Code of Ethics of the Massachusetts Medical 
Society. If such aggrandizement and advertisement are 
inevitable and unavoidable incidents in securing an im- 
portant educational advantage to the public, they should 
be reduced to an absolute minimum and the burden of 
proof that they are in fact necessary must rest on the phy- 
sician involved. 

Educational propaganda should be, if possible, under the 
name of a physician who is not engaged in active private 
practice in competition with his fellows. Thus officials 
of boards of health, full-time teachers in medical schools 
or duly appointed committees of the Society or of its 
component district societies constitute the most appropriate 
agents, who are understood to be acting under the aegis 
of such institutions. Certain institutions such as hospitals 
which function as community health centers not conducted 
for profit, or bona-fide educational organizations not con- 
ducted for profit, may sponsor propaganda, but physi- 
cians who act for them should conform to the above types. 


It is recognized that under certain circumstances, which 
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it is believed will be exceptional, a physician engaged in 
private practice may be the most available person to convey 
necessary or useful information to the public. If so, it is 
highly desirable that the subject covered in his address or 
paper should not be identical with his own field of prac- 
tice. If such identity cannot be avoided, it is essential that 
no reference be made to his own experience, accomplish- 
ments or peculiar abilities, to the number of his patients 
or the success of his treatment. The pronouns of the first 
person — “I,” “me,” “my,” “we,” “us,” and 

should be censpicuous by their absence. Introductions of 
a speaker on the radio or platform should consist merely 
of his name, if that be required, and only such additional 
words as are necessary to identify him. All laudatory 
comments on him or his work should be avoided or re- 
duced to a minimum. Observance of the canons of good 
taste will be most helpful to the reputation of the pro- 
fession. 


The acceptance by a practicing physician of employ- 
ment by a commercial organization to give a radio ad- 
dress, even though it be on public-health matters rather 
than on the merits of the product manufactured or 
distributed by the concern, is not permissible. Such an 
association between physician and business cannot fail to 
cause one to be identified with the other, and to make the 
public believe that the physician and therefore his profes- 
sion endorse the product. Such an activity cannot be 
considered as bona fide altruistic education of the public. 


The petty publicity conferred by the daily press on cer- 
tain physicians — mention of their activities, of their 
prominent patients and their progress, of their acquisition 
of new apparatus and kindred bits of news — constitutes 
an advertisement — usually unsought but sometimes not 
discouraged by the victims. It is recognized that the inten- 
sive news gathering and lack of respect for personal pri- 
vacy which characterize the modern era make some of this 
publicity practically unavoidable, but the physician who 
abhors it and meets its temptations with dignity and firm- 
ness is not likely to be subject to the criticism of his 
fellows on the score of advertising. 


All communications by private physicians — on the air 
or platform or in the lay press — which could possibly be 
regarded as of doubtful propriety on the ground of un- 
ethical publicity should be submitted for approval before- 
hand to the appropriate officers of the mince 
Medical Society. 


In formulating, for the guidance of our Pnea this 
code of behavior, it is the intention of this committee that 
our Society maintain the essentials of those traditional con- 
cepts of behavior which should be fundamental and un- 
changing, and at the same time recognize the changed 
and still changing conditions of modern life and encourage 
wise and reasonable adjustments to them. It is believed 
that an attitude which promotes the reputation of the 
physician as a high-minded, unselfish humanitarian en- 
sures the best service to the public. 


APPENDIX NO. 8 


RESOLUTION ON FEDERALIZATION OF MEDICAL PROFESSION 


WuereEas, Senate Joint Resolution 188, introduced on 
July 28, 1937, in the Senate of the United States by Sena- 
tor J. Hamilton Lewis, of Illinois, proposes to federalize 
the medical profession of the nation, making every licensed 
physician and surgeon a civil officer and subject to prose 
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cution and penalization in the federal courts for special 
causes enumerated in the resolution; and 

Wuereas, Such action being clearly a case of class legis- 
lation is contrary to the principles of constitutional gov- 
ernment; and 

Wuereas, The obligation imposed by the Joint Resolu- 
tion upon each licensed physician of rendering needed 
medical service to any and all impoverished who make 
application to him would inevitably overwhelm practition- 
ers of outstanding reputation, create the necessity of elabo- 
rate machinery to determine who would qualify as “im- 
poverished” or in lieu thereof open the way for fraudulent 
practices, political interference and tend to lower the 
standards of medical practice; and 


Wuereas, The authority reposed by the Joint Resolution 
in the Social Security Board would lead almost certainly 
to fee fixing by governmental agencies and would necessi- 
tate a nation-wide accounting and investigating system that 
would add a tremendous indirect cost to the nation’s bill 
for medical care and 


Wuereas, The penalties imposed by the Joint Resolution 
on persons who violate the provisions thereof are so ex- 
orbitantly severe as to create a detrimental and inimical 
psychology in the medical profession; and 


Wuereas, The proposed plan would lend itself easily to 
political abuse and become a stepping-stone to com- 
munistic and socialistic government; and 

Wuereas, Poverty itself is the fundamental cause of 
most of the ills which the Joint Resolution seeks to cure 
and prevent through the superficiality of a superimposed 
medical service; and 

Wuereas, The enforcement of local laws already on the 
statute kooks would provide as adequately for the sick- 
poor as modern facilities and circumstances make prac- 
ticable; and 

Wuereas, The needy now enjoy as adequate medical 
care as economic limitations and the vagaries of human 
nature would make possible under the proposed plan; 
therefore, be it 

RESOLVED BY THE CouNcIL OF THE MassacHusetts MeEptI- 

cAL Society iN REGULAR SEsston AssEMBLED, That Senate 
Joint Resolution 188 is inimical to the best public interests, 
is un-American and unworkable, would result in monu- 
mental expenses without yielding compensating benefits, 
would lead to political corruption and tyranny and ought 
to ke defeated; and, be it further 

Resotvep, That copies of these resolutions be forwarded 
to the President of the United States, to each senator and 
representative in Congress from Massachusetts and to the 
secretaries of the medical societies of the several states. 


APPENDIX NO, 9 


RESOLUTION ON Foops, Drucs anp Cosmetics 


Wuereas, The existing federal laws and regulations gov- 
erning the manufacture and sale of drugs, foods and 
cosmetics are insufficient to protect the public from seri- 
ous harm and even death; and 

Wuereas, The recent investigations of the United States 
Department of Agriculture show conclusively the need for 
further and more stringent action; therefore be it 

Resotvep, That the Massachusetts Medical Society through 
its Council urgently petitions the President of the United 
States and Congress in support of such legislation and 

respectfully urges that the enforcement of the laws and 
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the regulations issued under such authority should be 
vested in the Division of Food and Drugs Administration 
in the Department of Agriculture. 

Resotvep, That copies of these resolutions be forwarded 
to the President of the United States, to each senator and 
representative in Congress from Massachusetts and to the 
secretaries of the medical societies of the several states. 


APPENDIX NO. 10 


REPORT OF THE COMMITTEE ON Pustic HEALTH 


The Committee on Public Health and the Subcommittee 
on Public Education beg leave to submit the following 
report: 

The Committee on Public Health has succeeded in ob- 
taining the co-operation of the Massachusetts Central 
Health Council in helping to carry out the vote of the 
Council passed at its meeting in April, 1935, to encourage 
the formation of community health centers in various dis- 
tricts throughout the State under the initiative of the dif- 
ferent district societies wherever the provision for more 
adequate medical care seems to be desirable and likely to 
be favored by such action. 

The Massachusetts Central Health Council is a volun- 
tary association of sixteen existing private and public agen- 
cies concerned directly or indirectly with health. _ Its 
purpose is to co-ordinate these activities, thereby eliminat- 
ing duplication of effort and increasing efficiency. 

At a meeting of the Central Health Council held on 
December 3, 1937, on motion of Dr. Richard M. Smith, 
one of the representatives of the Massachusetts Medical 
Society on the Central Health Council, it was voted to 
appoint a committee to meet with representatives of the 
Committee on Public Relations of the Massachusetts Med- 
ical Society to discuss with them the ways and means by 
which the Massachusetts Central Health Council might 
be of service in the establishment and conduct of any 
such community health centers. This committee of the 
Massachusetts Central Health Council was given power 
to act for the Council. There is no suggestion that such 
co-operation involves any measure of control of these dis- 
trict health centers, which in the opinion of the Commit- 
tee on Public Health, should be both initiated and man- 
aged by representatives of the district societies. The 
committee urges the district societies to explore the need * 
for a community health center in their own localities 
and to familiarize themselves with the investigations of 
Dr. Ernest L. Hunt in the Worcester district and with 
the plan which he and his co-workers have proposed to 
meet the demonstrated need in their district. The Public 
Relations Committee voted on June 2, 1937, to invite the 
Worcester District» Medical Society to proceed with the 
establishment of such a community health center. 


The activities of the Subcommittee on Public Education 
have centered about the radio broadcasts sponsored by 
the Massachusetts Medical Society and the State Depart- 
ment of Public Health. 

The committee hopes that the fellows of the society 
are “listening in” to these broadcasts on Wednesday eve- 
nings at 7:30 over Station WAAB. Thus far, with the ex- 
ception of less than a dozen addressed postal cards ask- 
ing for comments and suggestions, fifty of which were 
distributed at the last meeting of the Council to fellows 
who expressed willingness to listen in and mail their 
suggestions, no comments have been received by the secre- 
tary of the subcommittee, Dr. Gerald N. Hoeffel, 319 
Longwood Avenue, Boston. A very considerable and grati- 
fying amount of “fan mail” asking for copies of the differ- 
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ent broadcasts has been received, which suggests that the 
public are finding these broadcasts interesting and helpful. 
Through the co-operation of the State Department of 
Public Health, it has been possible to mail mimeographed 
copies of the desired broadcasts to all who have asked 
for them. With this co-operation of the State Department 
of Public Health only a minimum expense to the Society 
has been incurred. 

The Subcommittee on Public Education takes this op- 
portunity of warmly thanking the eminent fellows of the 
society who have given their time and thought to the 
preparation of these broadcasts and have been so willing 
to accept the suggestions of the subcommittee as to the 
content and form of presentation of these broadcasts, The 
committee also expresses its gratitude to the New England 
Journal of Medicine which receives copies of all broad- 
casts for the publication of those which in the opinion 
of the editorial board are of value to the profession. 

The committee has been asked for its opinion upon a 
matter which seems to it to be of considerable impor- 
tance. A fellow of the society who had been broadcasting 
on medical subjects under his own name for a non-med- 
ical educational institution sought the advice of the officers 
of the society as to the ethics of the procedure. The mat- 
ter was referred to the Subcommittee on Public Education, 
which interviewed said fellow, reviewed several broadcasts 
that he had already delivered and was proposing to deliver. 
The material for the most part was innocuous and con- 
tained little which could be construed as self-advertise- 
ment. Nevertheless, realizing that the practice involved a 
matter of principle, he was advised to desist from further 
broadcasting of this kind at least until an opinion from 
the Committee on Ethics and Discipline could be ob- 
tained. This he agreed to do. The whole matter was 
then referred to the Committee on Ethics and Discipline 
for complete review. 

The New York Academy of Medicine and the New 
York County Medical Society have been faced by similar 
situations and after careful consideration have published 
a brochure entitled, “Principles Governing Contact of Phy- 
sicians with the Public Through the Press, Lecture Plat- 
form, Lay Periodicals and Radio,” by which medical men 
in that locality have been made aware of the opinion of 
the Academy and the County Society as to the ethics of 
public medical education in relation to addresses and 
broadcasts. It seems to be a most useful guide. 

The Subcommittee on Public Education has been in- 
formed that the Committee on Ethics and Discipline has 
undertaken the task of drawing up such a guide for the 
Massachusetts Medical Society, copies of which are to be 
sent to each member of the Society for comment. It is 
expected that the final recommendations of the Committee 
on Ethics and Discipline will be presented for action by the 
Council at the next annual meeting. 


Rosert B. Oscoop, Chairman, 
Geratp N. Secretary. 


APPENDIX NO. 11 


REPORT OF THE COMMITTEE ON MeEpIcAL DEFENSE 


Though the Committee on Medical Defense has no 
definite report to make at this meeting, I do want to say 
a few words on the general subject of defense of mal- 
practice suits. 

We have requests on the average of three a year, and 
I find that our expenses are running close to the two- 
thousand-dollar kmit. Rarely one of these men sued has 
never thought it necessary, on account of the practice he 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 17, 1938 


was in, to carry any kind of insurance; such men include 
those in state positions, house officers, and so forth. These 
men I think we should defend but it worries me to carry 
some of the cases which apply for help. They seem to 
me an unnecessary tax upon the more provident mem- 
bers of the Society who carry their own insurance. 

Insurance now costs little and malpractice defense 
does not seem to me a necessary duty of the Society ex- 
cept in certain cases. The committee should be kept in 
existence and perhaps take care of the defense of members 
for good reason only on a vote of the whole committee 
instead of just the chairman and secretary. 

When the committee was founded, it was expected that 
it would carry out various functions which it never has. 
It was supposed to prevent suits by going to the parties 
and talking to each side. Under the old Medical Defense 
Act it said: “It shall study and report upon the under- 
lying causes of the growth in the number of suits for mal- 
practice, and it shall exert, so far as possible, its influence 
to check this growth. In specific instances it shall take 
counsel with both plaintiff and defendant in threatened 
suits. It shall report to the Committee on Ethics and 
Discipline any instance coming to its knowledge wherein 
a fellow, in connection with a suit for malpractice, has 
violated the Code of Ethics of the Society” * * * * *, | 
consulted with one of the most prominent judges of the 
superior court in Massachusetts who informed me that I 
should find myself in trouble very promptly if I tried to 
prevent men from testifying or in other ways interfered 
with the carrying out of the law. Consequently, that 
section had to be dropped. I have personally always 
felt that a man had a right to testify either for the plaintiff 
or defendant and that if he told the truth, it was none of 
our business whether he testified. Where complaints 
have been brought about testimony given by doctors in 
court, I have if possible obtained a transcript of the tes- 
timony. Unfortunately, the worst evidence that has been 
given has been given by out-of-state men, and we have no 
way of controlling ‘them. I have taken it up in some in- 
stances with the secretaries of the state societies, but 
they have not been particularly co-operative. I think the 
knowledge that their testimony would be examined has 
had the effect of making some rather flagrant offenders 
careful in the way they testify, and for the last few years 
I have had no complaints about unfair testimony. 

I believe that the fact that the Society pays no verdicts 
even if one is given against a doctor tends to lessen the 
number of suits very materially, and to that extent it 
certainly is useful. Of course the policies in the various 
commercial companies read in these days that the com- 
pany shall not compromise a suit except with the written 
permission of the defendant. Doctors hate being sued 
and will do anything to get a case finished up. They are 
therefore not very loath to let a company settle a suit 
since they themselves do not have to pay for it and can 
thereby get the trouble off their minds. I am perfectly 
convinced that if every suit were fought, it would reduce 
litigation very materially. Again, if the doctor himself 
in every case had to pay the verdict, patients would often 
be very slow about suing. 

Taking it altogether, I think the Society’s defense of 
suits has certain very worth-while aspects for both those 
who are sued and those who are not. On the other hand 
it seems very expensive and perhaps some way could be 
devised to reduce the costs. The one thing we certainly 
do not want to do is to employ any second-rate lawyers. 
In all the time I have been connected with the committee, 
Mr. Dodge’s firm has won, or had put aside, all but two 
suits. In one of these we were beaten before we started 
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and had advised the man to compromise. He had no 
money to do it. In another suit we lost because the doc- 
tor became very apprehensive and said he wanted the suit 
settled at any cost. Under the new Medical Defense Act, 
we can no longer tell a doctor whom he shall employ to 
defend him if we are to pay for the suit, and I think this 
may lead to complications. Perhaps by the June meeting 
we will have some definite recommendations to make as 
to whether the Society should continue to insure its 
members. I am gradually becoming convinced that that 
is not a necessary function of the Society. 


FRANKLIN G. Batcu, Chairman. 


APPENDIX NO. 12 


REPORT OF THE COMMITTEE ON PERMANENT Home 


The Building Fund of the Massachusetts Medical Society, 
which is managed by the Committee on Permanent Home, 
showed on December 31, 1936, a book value of $57,951.08 
compared with the present book value of $60,261.40, an 
increase of $2,310.32 for the year 1937, The income from 
the Fund in 1937 came from two sources: (1) interest 
from investments of $1,710.32 and (2) a gift of $600 from 
Dr. Walter P. Bowers. There is also a note of $20,000, 
unsecured with interest at 4% per cent, of the Boston Med- 
ical Library but this note has not been reduced by any 
payment on principal in 1937. 

I have had several conferences with Dr. Butler, our 
treasurer, who has given me the figures already stated. 
I have not called a meeting of our committee because it 
appears that while we might buy a suitable piece of prop- 
erty, at the present time none is located in a desirable 
part of the city for our purposes. Again, if we bought 
such a building we would have to make certain structural 
changes and would also be put to the expense of furnish- 
ing the house all of which would mean considerable out- 
lay, probably more money than we can afford to spend 
at present, so it seems as though it would be well for us 
to mark time. 


H. Rosey, Chairman. 


APPENDIX NO. 13 


REPORT OF THE COMMITTEE ON CANCER 


During the past months, the objectives of the: Women’s 
Field Army of the American Society for the Control of 
Cancer have been discussed from various angles. It was 
felt advisable that the Women’s Field Army put on no 
drive in Massachusetts during 1938 owing to the conflict 
of their plans with the Massachusetts program. This 
was agreed to by Dr. Little as Executive Director of 
the American Society for the Control of Cancer. 

It is obvious that the American Society for the Control 
of Cancer has little conception of the extensive program 
of lay education being carried on in this state under the 
joint auspices of the Massachusetts Medical Society and 
the Massachusetts Department ‘of Public Health. There 
are at the present time co-operative cancer control clinics 
formed in two thirds of the towns and cities of the Com- 
monwealth. Each consists of one representative from 
each organization, social or fraternal, in the town, and 
the total membership of these committees is over 5200. 
Each committee member arranges an address on cancer 
before his own organization at least once during the year. 
Emphasis has been laid on those talks’ being given by 
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physicians in the community. In this way, approxi- 
mately 100,000 persons should be given information about 
cancer during the coming year, largely through their 
local general practitioners. 

Since the Commonhealth number on “Cancer” has been 
exhausted and requests for it are continually coming in 
(over 5000 copies have been distributed), it has seemed 
advisable to request the American Society for the Control 
of Cancer to allocate funds obtained in the Massachusetts 
drive of the Women’s Field Army last year for the pur- 
pose of reprinting an enlarged and revised cancer book- 
let for distribution to those physicians interested in cancer 
control and education. We desire to make available to 
every physician in the Commonwealth such recent and au- 
thoritative information on cancer as he may require in 
discussion of the subject with his fellow practitioners 
and with the public. 

It must be recognized that any campaign for education 
of the public with regard to cancer must rest on the 
initiative, knowledge, and .missionary spirit of practi- 
tioners of medicine, because it is our conviction that any 
attempt at lay education by laymen will inevitably lead 
to misunderstanding and misinformation. 


SH1ELps WARREN, Chairman. 


APPENDIX NO. 14 


REPORT OF THE COMMITTEE ON PostGRADUATE INSTRUCTION 


Last winter the general committee recommended that, 
after February 1, 1937, the Executive Committee cease 
active operations pending the result of negotiations with 
the state and federal agencies in regard to curricula and 


finances. Last June the committee recommended to the 
Council the following budget: 
Massachusetts Medical Society......... $1000.00 
State and federal agencies............. 4279.84 


This recommendation was approved by the Council on 
June 2 

During last summer the Executive Committee negotiated 
with Dr. Chadwick, State Commissioner of Health; in 
early September, 1937, approval of the program and budget 
was secured from the United States Public Health Serv- 
ice, the Federal Children’s Byreau and the State Depart- 
ment of Public Health. 

During 1937 the committee had an appropriation of 
$1000; of this amount $766.67 was used, and the residue 
reverted to the treasury. The Executive Committee has 
requested an appropriation of $1000 for 1938 to carry on 
the activities of the committee. 

The Executive Committee organized a curriculum and 
began instruction on January 6, 1938. At the present 
time, courses are in progress in the following districts: 
Bristol North (Taunton), Bristol South (New Bedford), 
Essex South (Salem), Middlesex East (Melrose), Middle- 
sex North (Lowell), Norfolk (Norwood), Norfolk South 
(Quincy), Plymouth (Brockton), Worcester (Milford) and 
Worcester North (Fitchburg). 

In the spring the courses will be given in the following 
districts: Barnstable (Hyannis), Berkshire (Pittsfield), 
Bristol South (Fall River), Franklin (Greenfield), Hamp- 
den (Holyoke and Springfield), Hampshire (Northamp- 
ton) and Middlesex South (Cambridge). 

The committee wishes to report that there has been 
a most cordial spirit of co-operation between the gov- 
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ernment agencies and the committee. So far, comments 
from the districts have been generally favorable in regard 
to the courses. The chief change in the teaching has 
been the introduction of clinical demonstrations which 
have been well received. The courses have been offered 
free of charge to all legally registered doctors in the 
respective district societies. 

It is recommended that the committee be continued 
and directed to co-operate with the government agencies 
in carrying out the present plan of postgraduate in- 
struction. 

Frank R. Oper, Chairman, 
Leroy E. Parkins, Secretary. 


APPENDIX NO. 15 


Report oF CoMMITTEE ON PusBLic RELATIONS 


Landesman Resolution. 


Resolved, That a committee of five be appointed by the 
President of the Massachusetts Medical Society for the 
purpose of ascertaining what the actual duties are of the 
city and state health departments according to statutes, 
in order to prevent officers of these departments from 
encroaching upon, usurping legitimate practice, and un- 
dertaking unfair competition with the medical profes- 
sion. 


G. Curtis, Chairman, 
Francis P. McCartny, 
Henry M. Lanpesman, Secretary. 
Discussion revealed that this matter had been con- 
sidered in the report of this committee to the Council 
in June, 1935, 


Lane Resolution. 


Wuereas, The Massachusetts prepaid hospital plan has 
been endorsed in principle only by the Massachusetts Med- 
ical Society, June 9, 1936; and 

Wuereas, In numerous sections of the country similar 
plans have been on trial with varying degrees of success; 
and 

Wuereas, It is apparent that a definite line of demarca- 
tion must be drawn between the fundamental principles 
of medical practice and hospital services, and this dis- 
tinction must be rigidly followed to insure success; and 

Wuereas, We, the Council of the Massachusetts Medi- 
cal Society, being deeply concerned with preserving the 
best interests of patients, physicians and hospitals, as is 
the Associated Hospital Service Corporation, desire to 
maintain basic principles of medical practice and high 
standards of ethics to obtain the best results; therefore 
be it 

Reso.vep, That we approve the prepaid hospital plan, 
with the stipulation that the contract benefit provided by 
group hospitalization insurance shall be limited to hos- 
pital accommodations such as room, bed, board, operating- 
room facilities and general nursing care ordinarily pro- 
vided by hospitals, routine drugs, and the routine service 
of interns only when acting under the direction of the 
attending physician; and that except as stated above, the 
contract shall not include the services of physicians either 
general or special. The term physician as used here shall 
be understood to include all licensed practitioners hold- 
ing the degree of Doctor of Medicine, who assume on 
their own account to interpret laboratory and x-ray find- 
ings in terms of disease and diagnosis, or to administer 
or direct treatment. 
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Dr. Lane accepted the following amendment to his 
resolution: 


except as this resolution affects contracts now ex- 
isting between hospitals and pathologists. 


The committee voted without dissent to postpone con- 
sideration and modification of the Lane Resolution until 
such time as the position of the pathologists on the 
matter can be determined. (Representative pathologists 
indicate that they have not vet crystallized sentiment in 
their specialty regarding their relation to prepayment hos- 
pital contracts but expect discussion at a forthcoming 
meeting. ) 


District Health Councils. 


The committee has again attempted to stimulate ac- 
tuvity on the Hunt Plan for district health councils. This 
Council endorsed the plan and urged its initiation by dis- 
trict societies at the annual meeting in June, 1936. 

The Board of Trustees of the American Medical As- 
sociation at a meeting late in December, 1937, adopted 
the following resolutions which embody the spirit of the 
Hunt Plan: 


Wuereas, A varying number of people may at times 
be insufficiently supplied with needed medical service for 
the maintenance of health and the prevention of dis- 
ease; and 

Wuereas, The means of supplying medical service dif- 
fer in various communities; be it 

Resotvep, That the American Medical Association stim- 
ulate the state and county medical societies to assume 
leadership, securing co-operation of state and local health 
agencies, hospital authorities, the dental, nursing and 
correlated professions, welfare agencies and community 
chests in determining for each county in the United States 
the prevailing need for medical and preventive medical 
service where such may be insufficient or unavailable; 
and that such state and county medical societies develop 
for each county the preferable procedure for supplying 
these several needs, utilizing to the fullest extent medical 
and health agencies now available, in accordance with the 
established policies of the American Medical Association. 
Be it further 

Reso.tvep, That the Board of Trustees of the American 
Medical Association establish a committee to co-operate 
with the Bureau of Medical Economics in outlining the 
necessary procedures for making further studies and re- 
ports of the prevailing need for medical and preventive 
medical services; and that the Secretary of the American 
Medical Association arrange to develop such activities 
through the secretaries of state and county medical so- 
cieties in each instance, urging the formation of special 
committees in each county and state where committees are 
not available for this purpose. 

Your committee voted to sponsor a joint meeting of all 
members of public relations committees of the several 
districts to promote the spirit of the plan and secure 
its adoption in whatever form is best suited to their 
respective communities. 

Ermer S. Seoretary. 


APPENDIX NO. 16 


Report oF CoMMITTEE TO THE BOUNDARIES 
OF THE District Societies 
At the 1937 February meeting of the Council a com- 
mittee of five was authorized whose duty it would be 
to study the matter of boundaries of the district societies 
of the Massachusetts Medical Society. 
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This committee felt that as a result of the excessive use 
of transfer privileges certain district societies have ac- 
cumulated a membership list which is unwieldy and serves 
neither the best interests of its members, the State So- 
ciety, or the people. It would seem that any district so- 
ciety whose membership exceeds 300 is unwieldy and 
the parent body should consider favorably an application 
for partition on the part of a representative group within 
the district, capable of establishing and developing a new 
district society either by its own membership or in con- 
junction with a similar group split off from a neighbor- 
ing district. 

In order to ascertain whether the committee was justi- 
fed in the foregoing opinions the chairman wrote to 
the secretary of each district society asking if any changes 
in district boundaries seemed advisable or desirable. Only 
eight secretaries of the eighteen districts replied to these 
inquiries. These eight secretaries stated that their dis- 
tricts were satished with their existing boundaries. 

The first few lines of Article VII of the constitution 
of the Massachusetts Medical Society read as follows: “The 
Councilors, upon the application of any five members of 
the said Society, may establish within such districts and 
portions of this Commonwealth as they shall think ex- 
pedient, subordinate Societies.” 

Inasmuch as there seems to be no interest on the part 
of the district societies in revising the existing district 
boundaries, and as the constitution of the Society already 
provides the means of forming new district societies, your 
committee makes no recommendation. 

Joun M. Birnie, Chairman. 


APPENDIX NO. 17 


Reports oF CoMMITTEES APPOINTED TO CONSIDER 
RESTORATION TO THE PRIVILEGES OF FELLOWSHIP 


1. For Maxwell H. Bloomberg, Boston (Committee: 
Andrew R. MacAusland, Archibald M. Fraser and 
Harold G. Lee). 

2. For Chester P. Brown, Swampscott (Committee: 
Loring Grimes, Hamlin P. Bennett and Mason R. 
Pratt). 

. For Alice E. Butler, Boston (Committee: Eleanor B. 
Ferguson, Louisa Paine Tingley and Letitia D. 
Adams). This committee recommended that her 
past dues be remitted and that she pay dues for 
the current year. 

4. For William A. Hunter, East Gardner (Committee: 
Albert F. Lowell, Charles E. Thompson and 
Paul E. Dunn). 

. For Joseph Lentine, Boston (Committee: Harlan 
F. Newton, Wyman Richardson and Laurence B. 
Ellis). 

6. For Maurice Lugitch, Dorchester (Committee: Hy- 
man Morrison, John B. Hall and John P. Powers). 

. For Joseph E. Marien, Fitchburg (Committee: 
George P. Norton, Thomas R. Donovan and An- 
tonio D. Delisle). 

8. For James H. Mason, Worcester (Committee: George 
E. Emery, George A. Dix and George C. Lincoln). 

. For Arthur J. Taveira, New Bedford (Committee: 
Thomas B. Horan, Wilford J. Rousseau and Carl 
C. Persons). 

10. For Raymond C. Whitney, New Bedford (Com- 

mittee: Aubrey J. Pothier, Augustus H. Mandell 
and Harold E. Perry). 


w 
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1]. For Angelo M. Zarrella, Lynn (Committee: Charles 
L. Hoitt, Charles A. Worthen and Frank E. 
Stone). 


12. For T. N. Zervas, Lynn (Committee: Nathaniel 
P. Breed, Stephen R. Davis and John W. Trask). 


APPENDIX NO. 18 


ComMitTTEE APPOINTED TO CoNnsIDER PETITIONS FOR 
Restoration To FELLOWSHIP 


1. For J. B. Bakst, Lynn 
Frank E. Stone, John W. Trask and Saul M. 
Marcus. 
2. For Frederick W. Celce, Holyoke 
Edward P. Bagg, Jr., Fred H. Allen and Philip 
H. Clarke. 
. For Abraham Green, Brookline 
Charles J. Kickham, Albert Ehrenfried and John 
A. Seth. 
4. For Aaron Kaufman, Boston 
Joseph J. Skirball, Allen P. Joslin and Maurice 
B. Strauss. 
. For Raoul J. LeBeau, Spencer 
James C. Austin, John R. Fowler and Alfred W. 
Brown. 
For Joseph H. McLaughlin, Dorchester 
Henry F. R. Watts, Carlton E. Allard and Wil- 
liam J. Walton. 
. For Edward C. Messer, Dorchester 
David G. Eldridge, Samuel Nadel and John B. 
Hall. 


w 


6. 


. For Morris J. Ritchie, Westfield 
Archibald J. Douglas, Edward S. Smith and Rob- 
ert M. Marr. 
. For Lewis Siegel, Somerville 
Louis J. Grandison, Edmund H. Robbins and 
Edward J. Dailey 
. For Harry Silbert, Salem 
James F. Donaldson, Charles L. Curtis and John 
R. Shaughnessy. 


= 
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APPENDIX NO. 19 


A Propostp CHANGE IN CHaprerR I, Section | 
OF THE By-Laws 


Dr. A. S. Begg, 
Massachusetts Medical Society, 
Boston, Mass.: 


Dear Dr. Begg: 
It seems to me that when the Council passed Dr. Levi's 
resolution on June 2, 
Reso.vep: That the names and addresses of appli- 
cants for membership in the Massachusetts Medical 
Society and the name and address of the secretary of 
the district be published together in a special list in 
the New England Journal of Medicine at least two 
weeks prior to each censors’ meeting, 


they really made a change in the by-laws. I would sug- 
gest, therefore, that the following resolution be brought 
up: 
Wuereas, On June 2, 1937, the Council passed a 
resolution presented by Dr. Alexander A. Levi to 
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the effect that the names and addresses of appli- 
cants for membership in the Massachusetts Medical 
Society and the name and address of the secretary 
of the district henceforward should be published to- 
gether at least two weeks prior to each censors’ meet- 
ing; and 

Wuereas, By passing this resolution the Council in 
effect made a change in the by-laws directly modify- 
ing Section 1 of Chapter I dealing with requirements 
for fellowship, therefore be it 


Resotvep, That Chapter I, Section 1, of the by-laws 
of the Society be amended to read as follows: 


Section 1. Applicants for admission to fellowship 
in the Massachusetts Medical Society are required 
to satisfy the censors that they are not less than 
twenty-one years of age; that they are of sound mind 
and of good moral character; that they possess a good 
English education; that their names and addresses 
and the name and address of the secretary of the dis- 
trict society in which they reside have been published 
in a special list in the New England Journal of Medi- 
cine at least two weeks prior to their examination by 
the censors; that they have received a diploma from 
a medical school or college recognized by the Coun- 
cil, or that they have, in each instance, received the 
approval of the Committee on Medical Education 
and Medical Diplomas; that they do not practice 
medicine in a manner contrary to the Code of Ethics 
of this Society; and they shall appear personally be- 
fore the censors and satisfy them that the above re- 
quirements are fulfilled. 


Yours sincerely, 
REGINALD Fitz, M.D. 


APPENDIX NO. 20 


ProposeD CHANGES IN THE By-Laws 


The following paragraphs in the designated chapters 
under the proposed changes will read as follows: 


CHANGE NO. 1 
(Appendix 19) 


CHANGE NO. 2 


Cuapter VI 
(DUTIES OF TREASURER) 
Section 4 

Paragraph 4. He shall attend the meetings of the Com- 
mittee on Financial Planning and Budget, fur- 
nish the committee with such data as it may re- 
quire and shall make all investments and _ re- 
investments of the Society’s funds with authority 
to buy or sell securities subject to the approval 
of this committee. 
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CHANGE NO. 3 


Cuapter VII 
Section 3 

The Committee on Membership shall consist of five 
fellows. It shall hold a stated meeting the week next 
preceding each council meeting and such other meetings 
as may be necessary. 

The committee shall consider all matters relating to 
honorary or associate fellowship, retirement, resignation, 
deprivation of the privileges of fellowship or remission 
of dues, and shall make recommendations to the Coun- 
cil concerning the same. It shall consider all petitions 
of fellows to be transferred from one district society to 
another in accordance with the provisions of Chapter III, 
Section 3, 


All bills incurred shall be countersigned by the chair- 
man and forwarded to the president for his approval. 


CHANGE NO. 4 


Cuapter VII 
Section 10 

The Committee on Financial Planning and Budget 
shall consist of five fellows. It shall hold a stated meeting 
during the week before the February meeting of the 
Council and such other meetings as may be necessary. 

It shall consider in a broad way how the Society can 
best use its income. Based upon such consideration it 
shall recommend to the Council at its February meeting 
the budget for the current fiscal year, after consideration 
of the estimates for expenses for the current fiscal year 
that have been submitted by individual members, the 
committees and officers of the Society. It shall consider 
all requests for extraordinary appropriations and _ shall 
recommend to the Council whether or not they shall be 
granted. 

Following the close of each fiscal year, this committee 
after consultation with the treasurer with the approval 
of the Council shall determine the amount to be refunded 
to the several district societies from the balance remain- 
ing in the treasury on December thirty-first. This amount 
shall be apportioned among the district societies accord- 
ing to the number of annual assessments which shall 
have been paid to the district treasurers previous to 
March first. 

All bills incurred shall be countersigned by the chair- 
man and forwarded to the president for his approval. 


CHANGE NO. 5 


Cuapter VII 
Section 11 
Reports of standing or other committees containing 
recommendations which may require mature considera- 
tion before their adoption shall be sent in abstract to 
the secretary of the Society, at least four weeks before 
their presentation to a meeting of the Council, for pub- 
lication in the official organ of the Society. 
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PROGRESS IN TUBERCULOSIS, 1936 — 1937 
Joun B. Hawes, 2np, M.D.,* anp Moses, J. Stone, M.D.t 


BOSTON 


T HE advances made in the past decade in the 
field of pulmonary tuberculosis have been so 
rapid and so striking that by comparison the past 
year appears comparatively barren as to new ad- 
vances or real progress. 

Both diagnosis and treatment are now on a con- 
crete basis. Most of the controversial points are 
rapidly disappearing. The x-ray occupies a pre- 
eminent place in early diagnosis. Collapse therapy 
is definitely recognized as the best mode of treat- 
ment in the active and advancing types of this dis- 
ease. Laboratory studies are on a firm footing as 
adjuvants in diagnosis as well as in treatment. 
One is no longer satisfied with direct smear exam- 
inations of the sputum. In negative cases, the 
concentration method is being adopted in all the 
best sanatoriums. In the majority of institutions, 
the culture method as well as that of guinea-pig 
inoculation is required before one can designate a 
case of tuberculosis as closed or negative. 

The outstanding advances of the past year have 
been made through epidemiologic studies. Edu- 
cation along every line has accomplished much. 
The public is becoming more aware of the tubercu- 
losis problem, and is willing to spend money as 
well as to submit to examinations in order to guard 
against this disease. The detection of tuberculosis 
is now an integral part of state and city health de- 
partments as well as of community organizations. 
We are no longer satisfied to wait for patients to 
come to the doctor’s office, but are searching for 
the disease in the apparently healthy members of 
the community. While this activity lacks the dra- 
matic element of laboratory and clinical research, 
it constitutes progress in the right direction. 


EPIDEMIOLOGY 

Schuman (Am. Rev. Tuberc. 34: 85-95, 1936) has 
made a study of contact as a factor in the transmis- 
sion of tuberculosis. He emphasizes positive spu- 
tum as the greatest single factor in the spread of 
pulmonary tuberculosis. He finds a definite rela- 
‘tion between the incidence of tuberculous infection 
in children and ‘a positive sputum contact. In his 
investigation, individuals exposed to positive spu- 
tum cases showed an increased degree of sensitivity, 
as is indicated by the intensity of reaction to tuber- 
culin. He points out what was well known before: 
that control of positive sputum cases is the most ef- 
fective means of limiting the spread of the disease. 


*President, Boston Tuberculosis Association. 


tAssistant professor in medicine, Boston University School of Medicine. 
Assistant physician. Beth Israel Hospital. 


Shurly and Brachman (Am. Rev. Tuberc. 34: 96- 
106, 1936) remind us of the latent sources of con- 
tact, and plead for a more widespread search for 
tuberculous individuals, particularly where people 
gather regularly for work, education, recreation or 
partaking of food. 

In a study of tuberculosis in college students, 
Shepard (Am. J. Pub. Health 25: 1118-1124, 1935) 
says that the American Student Health Association 
calls for surveys, including histories, physical ex- 
aminations, tuberculin-testing, x-ray studies of pos- 
itive reactors and the follow-up of cases discovered 
or suspected. Recent surveys have shown about 
ten times as many known cases of tuberculosis in 
colleges with control programs as in colleges with 
no methods of early detection. 

Harrington, Myers and Levine (J. A. M. A. 
104: 1869-1874, 1935) write that school surveys 
should and must include the entire personnel. In 
a campaign conducted in the Minneapolis schools, 
definite evidence of parenchymatous involvement 
was found in 78 teachers or other employees. Of 
these, 69 apparently had pulmonary tuberculosis 
and 9 had nontuberculous lesions. One employee 
was found to be disseminating tubercle bacilli, and 
68 others presented lesions that were probably due 
to tuberculosis of the parenchymatous type. Sub- 
sequent examinations have brought to light 5 more 
open cases of tuberculosis. These writers recom- 
mend periodic examinations of those with non- 
progressive lesions. 

The problem of home contacts receives the at- 
tention of Kayne (Brit. M. J. 1: 692-696, 1935). 
He concludes that postnatal contact is by no means 
always fatal and does not always infect, but does 
so in a large proportion of children. He urges 
early separation of children from the source of 
contact, though they may already be infected. He 
feels that such separation is certainly indicated up 
to the age of five. 

Stewart (Am. ]. Dis. Child. 50: 853-871, 1935) 
deals with the relation between the childhood or 
primary type and the adult or reinfection type of 
tuberculous disease. His conclusion is that primary 
infection, aside from the danger of miliary dis- 
semination or meningitis, leads to a change in tis- 
sue sensitivity which is distinctly harmful as re- 
gards later reinfection. This being the case, he 
says, a first infection with tubercle bacilli is not 
necessarily a beneficial protective experience. By 
his view, tuberculosis can best be prevented by 
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preserving the normal uncontaminated state of the 
tissues, a condition which operates to prevent more 
than 99 per cent of all initial infections acquired 
in the first fifteen years of life from producing 
fatal forms of tuberculosis during this period. 

The racial element is discussed by Pinner (Am. 
Rev. Tuberc. 35: 41-42, 1937). He asserts that no 
one single factor can explain or control the epi- 
demiologic and pathogenic behavior of tuberculo- 
sis. While it seems likely that race is important, 
living conditions in the broadest sense of the word 
are of greater significance, and many other factors, 
known and unknown, determine the course of 
events. 

Opie, McPhedran and Putnam (Am. J]. Hyg. 
22: 644-682, 1935) studied the exogenous infection 
of children and adults. They found that among 
white persons exposed to open tuberculosis be- 
tween birth and nine years of age, ten per cent 
of those living from twelve to fourteen years after 
exposure began have acquired the disease. Among 
persons first exposed between the ages of ten and 
fourteen, 20 per cent living from 10 to 14 years 
after exposure have acquired it. Of those exposed 
after fifteen, 10 per cent living from ten to fourteen 
years afterward have become infected. The authors 
maintain that after the age of fifteen, infection 
is with a few exceptions of the adult type. They 
think that the disease is then acquired by con- 
tact, and is not a continuation of the childhood 
type. 

Whitney and McCaffrey (dm. Rev. Tuberc. 
35: 597-608, 1937) summarize the results of group 
tuberculin-testing with purified protein derivative 
in the United States, applied to 56,688 individuals in 
thirty states and the District of Columbia. The 
percentage of positive reactors in this study was 
47. There were fewer positive reactors proportion- 
ately among six-year-old children than among 
those at any other age. Following the sixth year 
of life, the trend of infection was generally up- 
ward at an average rate of over 1 per cent for 
every year up to the age of twenty. Of particular 
interest is the fact that the percentage of positive 
reactors among the 8276 persons reported to have 
had contact with tuberculosis was 54.2, whereas 
only 33.3 per cent of those with no history of con- 
tact responded with positive reactions. The infec- 
tion rate for the contacts under five years of age 
was three times that for non-contacts in the same 
age group. Nativity and parentage seemed to be 
significant factors in tuberculous infection among 
the white persons tested. Native-born Americans 
of native parentage had 27.6 per cent positive reac- 
tors, whereas among the native-born of foreign 
stock 38.4 per cent reacted positively, and 61.2 per 
cent of the foreign-born did so. 
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DIAGNOSIS 


Lord (New Eng. ]. Med. 213: 1181-1183, 1935), 
writing on the differential diagnosis of pulmonary 
tuberculosis, emphasizes the following clinical 
points: 

1. A family history of contact with tuberculosis or other 
opportunity for contagion may have an important bear- 
ing. 

2. A past or present history of hemoptysis out of a clear 
sky is especially suggestive of pulmonary tuberculosis. 

3. Primary pleurisy with effusion is equally significant. 


Tuberculin tests he considers most valuable in 
youth in screening out negative reactors, and he 
reckons the leukocyte count as of value because of 
the usual absence of leukocytosis in uncomplicated 
tuberculosis. He stresses especially that physical 
signs may be negative with early active or indolent 
deep-seated lesions. 

White (New Eng. ]. Med. 213: 1179-1181, 1935) 
considers the differential diagnosis of pulmonary 
tuberculosis and pulmonary circulatory changes. 
The following factors, he says, may be taken to in- 
dicate that the condition is of cardiac origin: 

1. A history of severe and prolonged substernal pain, 


usually necessitating morphine, with or without typical — 
angina. 

2. Enlargement of the heart, always present after coro- 
nary thrombosis and before failure. 


3. Abnormal indications in an electrocardiogram, point- 
ing to recent coronary thrombosis. 


4. X-ray evidence of enlargement of vessels at the 
hilum, often extending radially outward. 


5. Preponderance of rales at the lung bases, or some- 
times asthmatic wheezing with squeaks and groans. 


He adds that pulmonary thrombosis or embolism 
with infarction may cause confusion with tubercu- 
losis because of sudden chest pain and either 
hemoptysis or pleural exudate. Careful study, how- 
ever, will enable one to distinguish these conditions. 

The interpretation of x-ray films of the chest re- 
ceives consideration by Dunham (Tubercle Am. 
Sect. 17: 33-38, 1935), who asserts that no one can 
make a diagnosis solely through them. He finds 
that the misconceptions expressed by the terms “an- 
nular shadows” and “peribronchial” or “peritrun- 
cal” tuberculosis have almost disappeared. Annu- 
lar shadows are either real cavities or localized 
areas of emphysema, while truncal shadows usually 
have no relation to tuberculosis. 


LABORATORY STUDIES 


Boissevain and Spillane, Jr. (Am. Rev. Tuberc. 
35: 661-662, 1937) have mathematically correlated 
blood counts and clinical symptoms with recovery 
from tuberculosis. Among clinical symptoms, 
amount of cough had the highest correlation co- 
efficient with recovery. Among the laboratory find- 
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ings, the total number of neutrophilic polymorpho- 
nuclear leukocytes per cubic millimeter had the 
highest correlation with poor recovery. 


Interesting observations on blood studies as an 
aid in selecting cases of pulmonary tuberculosis for 
thoracoplasty are made by Muller (Am. Rev. 
Tuberc. 35: 83-98, 1937). Patients with marked ac- 
tivity as revealed by the leukocytic index and the 
sedimentation rate respond well to thoracoplasty if 
the trend of the blood as revealed by serial examina- 
tions indicates progressive improvement before the 
operation. If, on the other hand, patients show an 
increase in the sedimentation rate and the leuko- 
cyte index, and a shift to the left on serial examina- 
tions, they do not derive the expected benefit from 
the operation and may even be harmed by it. 


Pinner and Woolley (J. Thoracic Surg. 5: 476-480, 
1936) call attention to the necessity of qualifying 
the term “negative sputum” by stating explicitly 
the methods used in the search for tubercle bacilli. 
They hold that the unqualified term has as little 
meaning as have “normal renal” or “normal car- 
diac function” unless it is known by what observa- 
tion or tests normality was assumed to exist. One 
should specify as to negative sputum on direct 
smear, concentration, culture or guinea-pig inocula- 
tion. 


B.C.G. 


The work done in western Europe with B.C.G. 
immunization is reviewed by Kayne (Am. Rev. 
Tuberc. 34:10-42, 1936). He concludes that this 
method is harmless, and is of some value if used 
under certain conditions as an adjunct to other 
means of prophylaxis. He deplores the over- 
enthusiasm and the exaggerated claims of Cal- 
mette and his followers. 


Aronson and Dannenberg (Am. J]. Dis. Child. 
50: 1117-1130, 1935) report on their studies at the 
Phipps Institute in Philadelphia over a period of 
seven years on 70 children vaccinated orally with 
B.C.G. within the first ten days of life, and 167 
non-vaccinated children observed as controls. Their 
observations indicate that the administration of 
B.C.G. vaccine to newborn children exposed to pa- 
tients with manifest tuberculosis may prove of 
value in reducing the mortality from this disease in 
infancy and childhood. 


Epstein, B. (Jahrb. f. Kinderh, 145: 237-264, 1935) 
is skeptical as to the protective effects of B.C.G. 
He still believes that separation from tuberculous 
persons is the best method of prophylaxis. He adds, 
however, that administration of B.C.G. should be 
continued, but only to children who are forced 
to live in tuberculous surroundings. 

Kereszturi and Park (Am. Rev. Tuberc. 
34: 437-455, 1936) again report on their extensive 
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study of B.C.G. vaccine as a prophylactic agent 
against tuberculosis in children. Their evidence 
shows that the vaccine is harmless to animals and 
to human beings. They conclude that since it 
increases considerably the resistance to tuberculo- 
sis, it should be advocated as a public-health meas- 
ure for the prevention of tuberculosis in those who 
have not yet become infected, and who may later 
be exposed to it in their homes. 


TREATMENT 


An illuminating discussion of the role of bron- 
choscopy in tuberculous tracheobronchitis is sup- 
plied by Samson (Am. Rev. Tuberc. 34: 671-699, 
1936). He thinks that the widening recognition of 
this disease as a clinical entity demands that a bron- 
choscopic examination be frequently used for a final 
diagnosis. In selected cases, bronchoscopic aspira- 
tion and chemical shrinkage of congested and ede- 
matous mucosa will give relief from distressing 
respiratory symptoms. Occasionally such treat- 
ment is a life-saving measure. In addition, bron- 
choscopic observation determines to a large extent 
what type of collapse therapy, if any, should be 
employed, since no form of collapse therapy should 
be used when ulcerative lesions are discovered in 
the bronchi. 


Buckles (Am. Rev. Tuberc. 35:581-589, 1937) 
pleads for more frequent bronchoscopic examina- 
tion in the routine treatment of chest disease. 
Groups interested in diseases of the chest should 
organize better bronchoscopic services, as differen- 
tial diagnosis is often dependent on bronchoscopy. 
Much knowledge is to be gained from constant 
observation of the bronchi, and tuberculous pa- 
tients may require the same bronchoscopic aid as 
do those with polyps, stenosis, carcinomas, ulcera- 
tions, bleeding points and bronchial obstructions 
due to other causes. 


SANOCRYSIN 


Terril (Am. Rev. Tuberc. 34:156-159, 1936) is 
one of the very few American specialists in tubercu- 
losis to give the results of sanocrysin treatment. He 
reports on only a small group, and recommends 
this measure as one supplementary to rest and col- 
lapse therapy. 


COLLAPSE THERAPY 


Crimm and Strayer (J. Thoracic Surg. 5: 441-443, 
1936) urge that all patients with satisfactory col- 
lapse of the lung who have a positive sputum be 
bronchoscoped for possible stenosed bronchi or tu- 
berculous tracheobronchitis. 

A statistical study compiled by Todd (J. State 
Med. 44: 410-413, 1936) shows that when successful 
pneumothorax has been accomplished the expecta- 
tion of life is increased by ten years. Early diag- 
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nosis is of course the all-important factor in prog- 
nosis. As to the ultimate prognosis, Todd is of the 
opinion that in the final analysis it depends 
largely upon the selection of cases and attention to 
detail during active treatment. 

Gross and English (Am. Rev. Tuberc. 35: 303-322, 
1937) advocate compression therapy for children 
with the adult type of active pulmonary tubercu- 
losis. They found that juvenile patients did not 
do well when harboring this type. Mere routine 
rest in bed, plus a high-vitamin diet, has proved 
unsatisfactory in stemming the appalling death rate 
from this condition. They urge immediate com- 
pression therapy as soon as the adult disease ap- 
pears, artificial pneumothorax being the procedure 
of choice. They add that one should not hesitate to 
do bilateral artificial pneumothorax if indicated. 
These patients are generally in need of such proce- 
dure, because the outlook without compression is 
extremely doubtful. 


Early artificial pneumothorax therapy in minimal 
cases of tuberculosis is urged by Turner and Col- 
lins (Am. Rev. Tuberc. 34: 792-807, 1936). Review- 
ing their experience with 40 cases of minimal tuber- 
culosis, they find that the operative risk is negligi- 
ble, and that complications are so infrequent as not 
to constitute a deterrent for the use of pneumotho- 
rax in early cases. The conversion of sputum has 
been shown to be prompt and certain, and the 
percentage of cases with free space is high. 

Certain danger signals in artificial pneumothorax 
therapy are listed by MacKay (Am. Rev. Tuberc. 
34: 808-814, 1936). If free oscillations of the manom- 
eter on the negative side are obtained, accidents 
will be rare. Slight manometric fluctuations may 
be noted with the needle in the neighborhood of 
the parietal pleura, in the lung or air passages, or 
even in the pulmonary veins, and thus the utmost 
care must be taken in order to avoid accidents 
under such circumstances. 

Stafford (Am. Rev. Tuberc. 34: 402-420, 1936) at- 
tempts to answer the very elusive question of when 
to terminate artificial pneumothorax treatment. He 
recognizes that in numerous cases the lung will 
frequently re-expand in spite of all the re-fills, the 
time of termination thus being arbitrarily  set- 
tled. As to voluntary re-expansion of the lung, 
there are many pitfalls and problems. Among the 
factors requiring consideration are the extent and 
character of the pathologic process in the lung be- 
fore compression, the clinical course of the disease 
before collapse, the constitutional condition of the 
‘patient at the time, the period since sputum was 
last free from tubercle bacilli, the economic status 
of the patient, and a general review of the indica- 
tions for collapse therapy in the given case. A 
red-cell sedimentation rate may also be helpful in 
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determining whether there is activity in the col- 
lapsed lung. He wisely points out that, in general, 
with fairly light infiltrations occurring throughout 
a lobe and without cavitation the lung should re- 
main collapsed for two or three years, although 
this practice cannot and should not be strictly ad- 
hered to. With heavy consolidations with or with- 
out thin-walled cavities the lungs should stay col- 
lapsed for at least four years, and dense fibro- 
caseous lesions with thick-walled cavities require 
five, six or more years to heal under compression. 

Dufault (Am. ]. Roentgenol. 30: 781-786, 1935) 
discusses the re-expanded lung. He agrees with 
many other writers that the type of lesion has more 
influence than has the extent. Exudative lesions 
may heal completely, leaving no scar. A period 
of three years does not seem to him too long a time 
to keep a collapse instituted for an exudative le- 
sion in a young individual, nor is one of six or 
seven years too long for an ulcerocaseous process. 

Dundee (Brit. ]. Tuberc. 30:55-61, 1936), treat- 
ing the problem of when to terminate pneumo- 
thorax therapy, states that the longer the treatment, 
the fewer the relapses after re-expansion. He men- 
tions the following factors as meriting considera- 
tion: (1) extent and nature of the original lesion 
(when there has originally been a large area of cavi- 
tation, pneumothorax should be continued in- 
definitely) and (2) behavior of the lesion as shown 
by x-ray during re-expansion. A complete x-ray 
serial of each case should be in the hands of the 
operator, as a tuberculous lesion often undergoes 
frequent radical changes during pneumothorax 
treatment. The most important change is reap- 
pearance of excavation, which calls for the imme- 
diate resumption of re-fills in order to close the 
cavity. The younger the patient, the greater the 
reason for prolonging treatment. In those who 
must return to hard manual labor, treatment should 
be continued considerably longer than with other 
patients, and often indefinitely. Pregnancy may 
be considered fairly safe during the fourth or fifth 
year of pneumothorax therapy, provided this is 
carried out for at least a year after pregnancy has 
terminated. 

Coryllos and Ornstein (J. Thoracic Surg. 5: 337- 
376, 1936) give a fairly detailed account of the man- 
agement of bilateral cavernous pulmonary tuber- 
culosis. No bilateral case, they hold, should be con- 
sidered hopeless so long as one fourth of the lung 
parenchyma is free from disease. When bilateral 
apical cavities are present, bilateral pneumothorax 
should be attempted beginning on the more affected 
side. The authors oppose phrenicectomies and 
phrenicotomies. If pneumothorax is not possible on 
one side, thoracoplasty should be done after the op- 
posite lung is satisfactorily collapsed selectively by 
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pneumothorax. When pneumothorax is impos- 
sible on either side, or adhesions cannot be cut 
successfully, bilateral thoracoplasty should be done. 


According to O’Brien (J. Thoracic Surg. 
5: 123-131, 1935) there is no phase of the disease in 
which collapse therapy is not indicated, except the 
terminal one. In early lesions, the operation of 
choice is phrenic crushing. O’Brien warns, how- 
ever, against leaving the patient in bed for an in- 
definite period after this operation. If improve- 
ment of the lesion is not apparent in a few weeks, 
pneumothorax should be added. In patients with 
unilateral, rapidly spreading soft lesions, in acutely 
ill patients, with multiple or large cavitation or 
extensive disease, and in tuberculous pneumonia 
cases with productive lesions with large thick- 
walled cavities, pneumothorax should be instituted 
at once. Thoracoplasty is necessary when cavities 
are not closed by the above procedures. While ex- 
trapleural packs may be used in a few exceptional 
cases, he advises against it. | 

Pollock and Forsee (J. Thoracic Surg. 55: 509-524, 
1935) recommend phrenicectomy as an adjunct to 
pneumothorax therapy. It is useful when adhe- 
sions cause cavities to remain open, when oblit- 
erative pleuritis occurs during re-expansion after 
completion of a successful pneumothorax, and in 
unsatisfactory pneumothorax due to a partially ad- 
herent pleura. They advise phrenicectomy also in 
order to close basal, central or hilar cavities when 
there are no apparent adhesions. 

Urquhart (Am. Rev. Tuberc. 35:443463, 1937) 
reports on 542 thoracoplasty operations performed 
on 200 patients. His results are quite satisfactory, 
and he is distinctly optimistic as to the results 
following this operation. Of the 200 patients op- 
erated upon, the disease was apparently arrested in 
59.5 per cent and 24 per cent were improved. Only 
4 per cent failed to improve, and 12.5 per cent died. 
Most of the cases not yet in the apparently ar- 
rested group will as time goes on take their place 
there. 

PNEUMONOCONIOSIS 


Egbert and Geiger (Am. Rev. Tuberc. 34: 143-150, 
1936) record a case of pulmonary asbestosis and 
carcinoma. A search of the literature failed to 
show a report of the coexistence of these conditions, 
although cancer does occur in cases of silicosis. The 
authors merely speculate as to the interrelation of 
the two processes. 

Sokoloff (Am. Rev. Tuberc. 34:700-711, 1936) 
studied 418 coal miners institutionalized because of 
chronic disabling pulmonary disease. He says 
that tuberculosis occurs more frequently in coal 
miners than was formerly believed. He suspects 
that this increase in tuberculosis is concomitant with 
changed working conditions in coal mines which 
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expose the workers not only to carbon particles, 
but also to a tremendous amount of fine silica par- 
ticles. This combination produces anthracosilicosis 
rather than the pure anthracosis seen in the lungs 
of coal miners of twenty-five or thirty years ago. 
Thus tuberculosis was encountered in more than 
half the cases studied. 

A definition of silicosis is attempted by Heffer- 
nan (Tubercle 16: 397-405, 1935). He makes the 
following points: 

1. Silicosis is a nodular fibrosis of the lungs produced 
by the inhalation of siliceous dust. 

2. The interaction which produces silicosis is electro- 
chemical and is caused by free silica. Mineral silicates, 
such as asbestos, when freshly pulverized into fine powder 
are also electrochemically active at the surfaces of the 
particles, and capable of acting in a similar manner to 
powdered quartz, but to a much more limited extent, 
setting silica partially free at the surfaces. Aqueous solu- 
tions of some silicates are “systems” containing, when 
freshly made, active silica hydrosol. Silicosis must be 
interpreted in chemical rather than in mechanical terms. 


In another paper (Tubercle 17: 250-255, 1936), 
Heffernan emphasizes the distinction between sili- 
cosis —the typical reaction of a healthy lung to 
inhalation of very fine silica dust — and dust reten- 
tion —a comparatively passive process going on in 
diseased or damaged lungs subjected to the influ- 
ence of any dust fine enough to be inhaled. Sili- 
cosis is an active dynamic process with a unique 
and specific histopathology. Healthy lungs can 
apparently deal with all forms of dust except free 
silica or certain combinations of silica like asbestos, 
which also may be capable of inducing chemical 
reaction. 

Middleton (Tubercle 17: 241-249, 1936) lists the 
occupations which constitute silicosis hazards. 
Among them are the pottery industry, sandstone 
and granite work, metal-grinding, sand-blasting, 
the manufacture of scouring powders, and coal- 
mining. In Great Britain the medical examination 
of workers exposed to certain kinds of dust, namely 
silica and asbestos, is obligatory. The physical re- 
quirements to be met are as follows: the chest must 
be of at least average development and. the respira- 
tory passages must be free from obstruction; there 
must be no signs of heart or lung disease; and there 
must be no evidence of tuberculosis. 


MISCELLANEOUS 

Moorman (Am. Rev. Tuberc. 35: 347-353, 1937) 
discusses the home versus the preventorium in the 
management of tuberculosis contacts. After view- 
ing the question from many angles, he concludes 
that even though the results warrant an all-inclu- 
sive preventorium program, its cost makes it pro- 
hibitive. He urges a comprehensive dispensary 
scheme, which in addition to case-finding, family 
supervision and community education requires the 
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breaking of contact by removing the patient, rather 
than the exposed child or children from the home. 
This does not apply to summer camps and preven- 
torium schools. 

The principles and factors involved in mano- 
metric readings of intrapleural pressures in artificial 
pneumothorax are outlined by Peters, Pope and 
Hudson (Am. Rev. Tuberc. 34: 614-626, 1936). They 
make the following suggestion for general adop- 
tion in the construction of artificial pneumothorax 
apparatus for the purpose of bringing about greater 
uniformity and accuracy in practice and in record- 
ing intrapleural pressures. For the manometer and 
the tubing, they recommend a diameter of from 3 
to 5 mm. (average, 4 mm.); for the pneumothorax 
needle they advise a 17 to 20 gauge (average, 18 or 
19 gauge) needle from 5 to 6 cm. long. The tub- 
ing should be as short as feasible, but of sufficient 
length to extend from the outlet of the pneumo- 
thorax apparatus to the needle when the latter is 
inserted in the chest. 
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Salkin, Cadden and McIndoe (Am. Rev. Tuberc. 
34: 634-648, 1936) present an interesting study re- 
futing the hypothesis of Coryllos regarding the clo- 
sure of pulmonary cavities. They show that block- 
ing a draining bronchus does not cause the healing 
of a cavity. They deny that the failure of an intra- 
bronchial lipiodol injection to enter a cavity means 
that there is no physical evidence of a cavity. 

A case of pregnancy and successful parturition 
during the course of bilateral artificial pneumo- 
thorax is reported by Peters and Davenport (Am. 
Rev. Tuberc. 35:71-82, 1937). They believe that 
pneumothorax therapy should never be discontin- 
ued because of an intercurrent pregnancy. It should 
always be considered among other therapeutic 
measures in pregnant women with pulmonary tu- 
berculosis. In fact, they feel that in the presence 
of active progressive lesions it is more often indi- 
cated than is therapeutic abortion. 
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CASE 24111 


PRESENTATION OF CASE 


A sixty-one-year-old American housewife entered 
the hospital complaining of dyspnea, cough and 
weakness. 

For the month before entry she had noticed gen- 
eralized weakness accompanied by a low-grade fe- 
ver, loss of weight, dyspnea and a hacking unpro- 
ductive cough. 


Fifteen years before entry her gall bladder had 
been removed for chronic cholecystitis with chole- 
lithiasis. She had been essentially well for the next 
twelve years, when on one occasion she expecto- 
rated about a teaspoonful of bright red_ blood. 
About two months later she had an attack of ap- 
parent bronchitis with a temperature of 103°F. At 
this time it was noted that her heart was fibrillat- 
ing, but shortly thereafter the rhythm became nor- 
mal. During the next two years she had occa- 
sional brief attacks of angina-like pain which were 
relieved by nitroglycerin. Her physician had 
noted a definite enlargement of the heart and loud 
systolic murmurs at the apex and base. She also 
had slight palpitation toward the end of this period, 
and she was therefore given digitalis, which she 
continued to take up to entry. A year and a half 
before entry, without preceding trauma, she de- 
veloped an ecchymotic area over the right malle- 
olus. The lesion slowly disappeared. 

Her family history was noncontributory. 

Physical examination revealed a well-developed, 
fairly well-nourished woman who showed evidence 
of weight loss. Above the left clavicle there were 
two walnut-sized, very firm nodules, one situated 
almost in the midline and the other lateral to it. 
The heart was enlarged, its rhythm was regular, 
and there was a loud systolic murmur at the apex. 
_ The blood pressure was 110 systolic, 70 diastolic. 
The lungs showed signs construed as representing 
less air going into the left than into the right. The 
liver edge could be just felt below the costal mar- 
gin. There was no abdominal spasm or tender- 
ness, and no masses could be palpated. There was 
slight tenderness in the right costovertebral angle. 

The temperature was 99.5°F., the pulse 88. The 
respirations were 24. 

The urine had a specific gravity of 1.010 and con- 
tained the slightest possible trace of albumin. The 
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blood showed a red-cell count of 4,870,000 with 
8> per cent hemoglobin, and a white-cell count of 
10,109, with 72 per cent polymorphonuclears, 20 
per cent lymphocytes and 8 per cent monocytes. 
The red cells and platelets were normai. Stool 
examinations were repeatedly negative. The non- 
protein nitrogen of the blood was 27 mg. per cent. 
Culture of a catheter specimen of urine yielded 
bacillus coli. The blood Hinton test was nega- 
tive. The sedimentation rate was 30, 46, 49, 50 
mm. with 58 per cent plasma. 


X-rays of the chest showed no evidence of intra- 
thoracic goiter or other mediastinal tumors. The 
trachea was in normal position. The lung fields 
were clear. The blood vessel markings of the lungs 
were rather prominent, and the heart shadow was 
considerably enlarged both downward and to the 
left in the region of the left ventricle. There was 
slight elevation of the left diaphragm with absence 
of respiratory motion during quiet breathing and 
limited motion during forced breathing. In a film 
taken at forced expiration the left lung was dis- 
tinctly more radiant than the right. There was ir- 
regular density of the left lung root, along the 
course of the bronchus to the upper lobe. An in- 
travenous pyelogram showed a rather low right 
kidney with very slight dilatation of the pelvis and 
some kinking of the ureter at the ureteropelvic 
junction. No other abnormalities were seen. There 
were slight proliferative changes about the bodies 
of the vertebrae. A gastrointestinal x-ray series was 
essentially negative. The liver shadow seemed 
somewhat enlarged. 

An electrocardiogram showed a normal rhythm 
and sagging of all the S-T intervals. All the T 
waves were diphasic, possibly due to digitalis. Lead 


4+ was normal. 


The patient remained in the hospital for a 
period of eight months and during the entire time 
her temperature showed a daily fluctuation be- 
tween 99° and 100°F., occasionally rising as high 
as 101° or 102°F. and often falling as low as 98°F. 
Her pulse rate remained practically constant at 80. 
Examination of about 85 urine specimens showed 
a specific gravity varying between 1.010 and 1.030. 
None of them contained more than the slightest pos- 
sible trace of albumin, and the sediments showed 
a few white cells, often a few red cells, but never 
casts. Several cystoscopic examinations were done, 
always with entirely negative findings, sterile cul- 
tures from both ureters and negative results from 
guinea-pig inoculation of the urine. The nonpro- 
tein nitrogen never rose above 32 gm. per cent. 
One serum protein determination was 6.4. The 
red count slowly sank to 3,750,000, the hemoglobin 
to 65 per cent. White counts ranged from 10,000 
to 13,500 and the percentage of polymorphonu- 
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clears from 79 to 92 per cent. No abnormal cells 
were ever found in the smear. Several blood cul- 
tures showed no growth and agglutination tests for 
typhoid and bacillus abortus were negative. 

Shortly after entry she was given 1200r units of 
x-ray radiation over the gland in her neck and 
600r over her chest. A subsequent x-ray exam- 
ination of the chest showed better aeration of the 
left lung. 

About two weeks after entry she began to com- 
plain of an irritating sensation in the palm of the 
left hand and in the left elbow. A week later the 
right wrist, the left ring finger and the left 
elbow became swollen and red. X-rays showed no 
abnormalities of the bones or soft tissues in these 
areas but several terminal phalangeal joints showed 
narrowing of the joint spaces and _ proliferative 
changes about the joint margins. Within a few 
days all the joints in her body began to ache and 
simultaneously many reddish, slightly indurated, 
tender spots about the size of a dime appeared on 
her legs, arms and body. At this time one of the 
cystoscopies was performed and the pelves of the 
kidneys were injected with 2 per cent mercuro- 
chrome. A remarkable improvement in her symp- 
toms followed, the temperature dropped, the joint 
pains disappeared and the skin lesions regressed, 
leaving only indefinite slightly depressed scars. In 
the course of ten days, however, the symptoms re- 
curred and new skin lesions developed. A second 
cystoscopy with dilatation of the ureters was fol- 
lowed by another remission in symptoms, this time 
of longer duration. 

Meanwhile the gland in the neck which had 
been treated by x-ray began to show signs of break- 
ing down. About three months after entry it be- 
gan to ooze purulent material and two weeks later 
it was curetted but the material was too necrotic 
to permit a histologic diagnosis. The swelling was 
relieved by this treatment but a persistent sinus de- 
veloped. Her general condition improved, though 
fever continued and new crops of skin nodules 
appeared. These were, however, smaller and less 
tender than the earlier ones. 

In the middle of her fifth month in the hospital 
it was noted that her spleen was palpable 3 cm. 
below the costal margin. X-rays of the chest and 
hands showed no changes from the previous ex- 
aminations. At this time a small lymph node from 
the neck and a strip of skin from the leg were 
biopsied. The node showed findings consistent 
with tuberculosis. The skin from the leg showed 
appearances consistent with erythema induratum. 

During the sixth month new skin lesions ap- 
peared, the splenic enlargement persisted and she 
complained for a brief period of left facial neural- 
gia. X-rays of the teeth, skull and sinuses were 
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negative. In the seventh month a palpable lymph 
node appeared in the right supraclavicular region. 
She also had occasional night sweats coincident 
with somewhat higher elevations of temperature. 
Some nonproductive cough and much abdominal 
distress with gaseous eructations disturbed her, but 
her general condition changed little. A chest plate 
at this time showed a change in the slope of the 
heart shadow. It seemed rounder, due to an in- 
crease in width across the auricles and a decrease 
in length. The lung fields remained about the 
same although the question was raised of some 
increased prominence of the vascular markings. 

During her last month in the hospital her condi- 
tion remained essentially unchanged. She was dis- 
charged, however, after eight months still febrile, 
but her weight and strength seemed about the same 
as on entry. The sinus in her neck seemed almost 
healed and her extremities were free from skin le- 
sions. Her lungs were normal, the heart un- 
changed, the liver and spleen still palpable. 

For two and a half weeks after returning home 
there were no developments. Then, suddenly one 
morning she began to complain of pain and a feel- 
ing of tightness in her chest “as if some one were 
sitting on her.” The nurse noted that she was 
short of breath, that her skin was clammy and 
her pulse thready. When seen by her physician 
two hours later the attack had completely subsided 
and no physical abnormalities were noted. She 
had another similar attack the next day and a 
white count showed 14,000 cells. Two days later 
a loud friction rub could be heard over the peri- 
cardium and the following day she died. 


X-Ray INTERPRETATION 


Dr. Grorce W. Hoimes: The obvious things are 
the increase in size and the change in the shape 
of the heart shadow seen in several of the films, 
also an increased brilliancy of the left lung com- 
pared with the right. I do not believe that it is 
due to rotation. It is not constant. It is seen in 
the first film but not in the last. I can only call 
attention to it. I do not know what it means. We 
expect such a change to be due to partial obstruc- 
tion of the bronchus, but it is not constant. The 
heart lesion is definite. There is hypertrophy of 


.the ventricles and enlargement of the auricles. 


There are a few small calcified glands at the lung 
roots. Otherwise we get no help from this ex- 
amination. 

Dr. Watrer Bauer: Do you see anything in 
the mediastinum suggesting glands? How about 
the irregular line of density mentioned in the 
report? 

Dr. Hoimes: I suppose they were trying to 
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explain the increased brilliancy of the left lung. 
The glands in the neck are not calcified. The 
films of the skull are negative. The kidney out- 
lines are quite distinct. She has a low right kid- 
ney with some increase in size of the pelvis on 
that side which usually happens when the kidney is 
low. There is nothing unusual in its shape. I do 
not see anything suggesting stones or disease of 
the kidney other than slight dilatation of the pel- 
vis of the right kidney. 

Dr. Tracy B. Matiory: It has occurred to me 
why that second set of x-rays of the hands was 
taken. The question of sarcoid had been raised 
at one period. 


DIFFERENTIAL DIAGNOsIS 


Dr. Bauer: The x-ray changes in the terminal 
phalangeal joints are those of degenerative arthritis. 
These we see in most women sixty-one years of 
age. There is no suggestion of a destructive le- 
sion such as we see in sarcoid. 

It would appear that we are dealing with a 
woman who had an unexplained fever which con- 
tinued throughout her hospital stay. The only ob- 
vious finding on physical examination at the time 
of entry was a definitely enlarged heart without 
obvious cause, that is, she had no evidence of val- 
vular heart disease or of hypertension. She did 
give a history of angina-like pain relieved by nitro- 
glycerin. I presume the most reasonable explana- 
tion of the cardiac enlargement would be hyper- 
trophy secondary to sclerosis of the coronary ar- 
teries. 

As I went over this case history I thought that 
some disease commonly associated with erythema 
nodosum was the most likely cause of this pa- 
tient’s illness and death. The description of the 
recurring skin lesions seemed more in keeping 
with a diagnosis of erythema nodosum than with 
a diagnosis of erythema induratum. I have al- 
ways considered the lesions of erythema induratum 
as being painless. These lesions recurred and did 
leave some scarring. Thinking that we were deal- 
ing with an individual who had had recurrent 
attacks of erythema nodosum, I thought it wisest 
to consider seriously the two diseases most com- 
monly associated with erythema nodosum, namely 
rheumatic fever and tuberculosis. I rather wished 
as I went over the history, that the pathologist had 
not told us what he had found in the gland and 
skin, feeling that since he had given us this in- 
formation probably the diagnosis of tuberculosis 
was not adequate. 

I cannot understand why her urinary tract was 
so thoroughly investigated on repeated occasions. 
The urine did contain a slight trace of albumin 
and a few white and red blood cells but never any 
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casts. From reading the case report I thought a 
low kidney was adequate explanation for the slight 
dilatation of the pelvis and the kinking of the ureter 
observed. I cannot believe that she had any serious 
infection of the genitourinary tract. A mild cys- 
titis would best fit the findings. I should not have 
expected washing of the kidney pelves to bring 
about such a dramatic improvement of the skin le- 
sions. The relief experienced was coincidental 
rather than cause and effect. 

Is there anything in this case history to enable 
us to make a diagnosis of rheumatic fever? I 
should say no. This woman did run a low-grade 
fever, the pulse, however, was always 80. There 
is nothing in the story which suggests rheumatic 
fever to me. She did have this one attack of ar- 
thritis which I think was more likely part and 
parcel of the erythema nodosum than a mani- 
festation of rheumatic fever. Can we explain this 
clinical picture on the basis of tuberculosis? She 
did give a history of expectorating about a tea- 
spoonful of bright red blood three years prior to 
this last hospital entry. —Two months later she suf- 
fered from what was diagnosed bronchitis. At this 
time a small tuberculous peribronchial lymph node 
may have broken down and eroded into a bron- 
chus with the resulting slight expectoration of 
blood. If this occurred she may have had a slight 
tuberculous pneumonia resulting secondarily. We 
know that the physician in charge suspected that 
the nodes present in the supraclavicular region 
might be radiosensitive. That they did not repre- 
sent any form of lymphoma was clearly demon- 
strated because x-ray treatment resulted in their 
breaking down. This fact plus the persistent sinus 
leads one to suspect that the nodes were tubercu- 
lous. Subsequent removal of one node proved that 
it was tuberculous. Is it possible that we are deal- 
ing with an individual who had tuberculosis in- 
volving the supraclavicular and tracheobronchial 
lymph nodes? Could caseation and erosion of one 
of these nodes explain the pulmonary symptoms 
that she had three years before entry? If she did 
have an erosion of one of the bronchi and a break- 
ing down of a lymph node it might possibly be 
that tubercle bacilli were entering the blood stream 
from time to time. That of course is a guess. 
One does have to bear in mind the possibility of 
Hodgkin’s disease. We know that Hodgkin’s dis- 
ease is intimately associated with tuberculosis at 
times. Some workers have succeeded in isolating 
tubercle bacilli from Hodgkin’s lymph nodes and 
therefore concluded that tuberculosis was the etio- 
logic agent. We further know that Hodgkin’s dis- 
ease often follows tuberculosis. I think I am right 


in saying that in some glands you can demonstrate 
both, is that right? 
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Dr. Matiory: Yes. 

Dr. Bauer: So there is a possibility that we are 
dealing with an individual who has, in addition to 
a tuberculous lymphadenopathy, Hodgkin’s dis- 
ease. 

Her manner of death I suppose is probably best 
explained on the basis of coronary occlusion, al- 
though I wish we had a little more information 
concerning it. I think it is only right to point out 
that if she had tuberculosis of the lymph nodes of 
the mediastinum and tracheobronchial nodes, direct 
extension to the pericardium would result in a 
tuberculous pericarditis with effusion. If such 
occurred it would be an adequate explanation for 
the type of exitus described. I was inclined to 
make a diagnosis of tuberculous adenitis involv- 
ing the tracheobronchial lymph nodes with an as- 
sociated erythema nodosum. There is a definite 
possibility of miliary tuberculosis. In view of the 
past history it would be safer to say that she died 
of coronary occlusion, but there is a possibility of 
the whole clinical picture including the manner of 
exitus being explained on the basis of tuberculosis. 
There is nothing in the case report to suggest the 
possibility of the existence of any form of lym- 
phoma. I can go no farther. 

Dr. Matiory: Are there any suggestions? 

Dr. Wyman RicHarpson: Would Dr. Bauer 
consider a diagnosis of bacterial endocarditis? 

Dr. Bauer: In an individual with unexplained 
fever of this duration one should always consider 
it. I did not think there was much to suggest it 
other than the long-continued fever. It is certainly 
not a characteristic history of subacute bacterial en- 
docarditis. Is there anything in the history that 
suggests it to you? 

Dr. RicHarpson: I do not see how you explain 
the gradually increasing size of the spleen unless 
you think she had tuberculosis of the spleen. 

Dr. Bauer: I think there is a good possibility 
of such being the case. 

Dr. Ricuarpson: Then there is a suggestion that 
she has had difficulty with her heart. 

Dr. Bauer: Yes, she had an enlarged heart 
which in light of the history I believe was due to 
sclerosis of the coronary arteries rather than to 
rheumatic heart disease. 

Dr. Donatp S. Kine: I have an impression that 
erythema nodosum with miliary tuberculosis is a 
disease of young and not old people. 

Dr. Matiory: Dr. Goodman, can you tell us 
about that? 

Dr. JosepH GoopMan: For the most part it oc- 
curs in younger individuals and that also holds for 
erythema induratum, which was the other possibil- 
ity raised. The fact that there was some scarring 
after the skin lesions disappeared certainly is a point 
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against erythema nodosum. I think these lesions 
might also be considered papulonecrotic tubercu- 
lides, which usually leave scars and small scales 
such as described in this case. 

Dr. Bauer: I entertained the possibility of tu- 
berculides. I thought five or six recurrent attacks 
were most unusual, and I also thought that some 
of them would probably have broken down. 

A Puysician: I did not know that tuberculides 
were as painful as that. 

Dr. GoopMan: They may be painful. They usu- 
ally break down. I must admit that if they were 
tuberculides one has to consider the description 
inadequate in certain respects. 


CLINICAL DIAGNOSEs 


Tuberculous adenitis. 
Coronary thrombosis. 


Dr. Baver’s DiacNnoses 


Tuberculous adenitis. 

Erythema nodosum. 

Tuberculous pericarditis with effusion ? 
Coronary thrombosis? 

Miliary tuberculosis? 


ANATOMICAL DIAGNOSES 


Pericarditis, acute fibrinous, tuberculous. 

Tuberculous lymphadenitis, mesenteric and 
bronchial. 7 

Tuberculosis of pancreas. 

Pulmonary tuberculosis, healed, Ghon’s tubercles. 

Hydrothorax, bilateral. 

Cardiac hypertrophy. 

Arteriosclerosis, slight aortic. 

Calcification of posterior leaflet of mitral valve. 

Operative scars: Cholecystectomy; appendec- 
tomy. 


PaTHOLocicaL Discussion 


Dr. Mattory: I do not believe I can add any 
more information on the skin lesions. They were 
quite superficial. They did not look particularly 
like tuberculides and I inclined to erythema in- 
duratum rather than nodosum from the histologi- 
cal examination of a single lesion. 

The autopsy showed that the cervical lymph 
nodes and the tracheobronchial nodes contained 
extensive tuberculosis. The lungs were free from 
it except for a calcified Ghon’s tubercle. The 
pericardium showed an extensive pericarditis which 
proved to be tuberculous. There was no endocar- 
ditis and no coronary thrombosis. The coronaries 
were free even from atheroma. There was one 


peculiar finding in the heart. The commonest spot 
for atheroma in the body is the posterior surface 
of the long cusp of the mitral valve and often 
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the atheromatous deposits in this area become cal- 
cified and feel like little shotty nodules when you 
palpate them at autopsy. It is seldom that these 
calcified masses are large enough so that one could 
even imagine that they would have produced nar- 
rowing of the mitral valve. In this case, however, 
there was so much calcification that it appeared 
that the mitral valve had been definitely stenosed 
by the calcified mass. The heart was hypertrophied, 
weighing 460 gm., and we found nothing to ex- 
plain the hypertrophy. The spleen was normal in 
size, weighing only 140 gm. I find it a little 
hard to believe that it was felt. Spleens are seldom 
palpable until they reach 400 gm. 

A Puysicran: Was there anything in the kid- 
neys? 


Dr. Matiory: No. 


CASE 24112 
PRESENTATION OF CasE 


First Admission: A forty-three-year-old Ameri- 
can letter carrier entered the hospital with the com- 
plaints of weakness, hematemesis and melena of 
one day’s duration. 

One year before entry he began to have noc- 
turia two or three times a night without diurnal 
frequency or other urinary symptoms. About that 
time he began to notice slight dyspnea on climb- 
ing a flight of stairs. Eight months before entry 
he had an attack of severe steady, cramping pain 
in the left costovertebral angle which lasted about 
fifteen minutes and was associated with a desire 
but inability to move his bowels and void urine. 
He took some soda and vomited, with complete 
relief of the pain. Subsequently his urine was 
said to have been bloody. During the month be- 
fore entry he had two other entirely similar at- 
tacks one of which was right sided. Following 
each of these attacks his urine was quite definitely 
bloody. About three weeks before entry he be- 
gan to have moderately severe frontal headaches 
almost daily. They were relieved by Anacin tab- 
lets and were never severe enough to keep him 
from work. On the day before entry he had two 
black bowel movements. He continued his work 
that day but the next morning felt a little tired. 
That afternoon he passed another large, black, 
tarry stool. After supper that evening he slept for 
a while but was awakened by sudden epigastric dis- 
tress. He felt nauseated, vomited a large amount 
of blood and immediately thereafter became uncon- 
scious. He had had no previous epigastric distress, 
nausea, hematemesis or melena, and never any jaun- 
dice. Except for the slight dyspnea mentioned 
above he had had no cardiorespiratory symptoms. 

Physical examination revealed a well-developed 
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and nourished, extremely pale man who was un- 
able to respond clearly to questions. The ocular 
fundi showed marked narrowing and tortuosity of 
the arteries with numerous flame-shaped hemor- 
rhages and white patches of exudate. The heart 
was slightly enlarged to the left, the rhythm was 
regular, and the sounds were of good quality. Av 
was greater than Ps, and there was an apical 
systolic murmur. The blood pressure was 160 sys- 
tolic, 99 diastolic. 

The temperature was 99.5°F., the pulse 90. The 
respirations were 20. 

The urine had a specific gravity of 1.020 with 
the slightest possible trace of albumin and a nor- 
mal sediment. The blood showed a red-cell count 
of 2,000,000 with 45 per cent hemoglobin and a 
white-cell count of 9000 with 74 per cent poly- 
morphonuclears. The stool gave a 4+ guaiac test. 
The nonprotein nitrogen of the blood was 53 mg. 
per cent and the chlorides were equivalent to 100 
cc. of N/10 sodium chloride. The blood Hinton 
test was negative. 


He was given a clysis and a transfusion of 250 
cc. of blood as soon as possible, and in the next 
three days was given four more transfusions of 
250 cc. each. On the day following entry his blood 
pressure had fallen to 112 systolic, 60 diastolic, but 
on the fifth day it had risen to 240 systolic, 140 
diastolic. Clinically he improved rapidly on a 
first-stage gastric diet, and was entirely symptom 
free. His diet was gradually changed to solid foods 
and he was discharged on the thirty-seventh day in 
reasonably good condition with a red-cell count of 
3,400,000. Repeated urine examinations during his 
stay in the hospital showed a maximum concentra- 
tion of 1.016 with the slightest possible trace to 
a trace of albumin and occasional casts in the sedi- 
ment. On the eighteenth day the nonprotein 
nitrogen of the blood was 22 mg. and the serum 
protein 5.6 gm. per cent. On the day of discharge 
a urine concentration test gave a maximum specific 
gravity of 1.012, and a phenolsulfonephthalein test 
of kidney function showed a total excretion of 35 
per cent in one hour with only 10 per cent be- 
ing excreted in the first fifteen minutes. His stools 
had become guaiac negative ten days after entry. 
An x-ray of the chest taken three weeks after en- 
try showed the heart hypertrophied in the region 
of the left ventricle but somewhat decreased in 
height. The aorta was tortuous and elongated. A 
gastrointestinal series done at the same time showed 
a normal esophagus and stomach. The first por- 
tion of the duodenum was spastic and difficult to 
visualize. When filled it appeared to be deformed 
near its apex but no ulcer crater could be demon- 
strated. There was a rounded mass of barium in 
the region of the lower jejunum which could have 
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been a diverticulum. Repeated gastrointestinal se- 
ries showed a definite ulcer scar on the posterior 
wall of the pyloric valve. It had a crater meas- 
uring 1 cm. in diameter and was thought possibly 
to be active. 

Second Admission (nine weeks later): About a 
week after discharge he had gradual loss of vision 
over a period of one day. However, his vision im- 
proved somewhat during the next four days but 
remained sufficiently poor so that he had difficulty 
in walking alone. This condition persisted up to 
the time of re-entry. During the two months be- 
tween entries he had gradual but steady increase in 
his dyspnea on exertion, and he had moderately 
severe headaches almost daily. On several visits 
to the Out Patient Department the blood pressure 
_ readings averaged 240 systolic, 150 diastolic. Dur- 
ing the ten days before re-entry he had three or 
four attacks of sharp pain across the lumbar region 
which lasted about an hour. During each of them 
he felt as if he wanted to void, but did not do so. 
His nocturia persisted and for the week before 
re-entry he had voided pale-red urine. Also dur- 
ing the week before re-entry he had been unable 
to sleep lying flat because of his dyspnea. For sev- 
eral days he had had ankle edema. He had had 
no cough, hemoptysis, chills, sweats, paroxysmal 
nocturnal dyspnea or gastric symptoms. 

Physical examination revealed a well-developed 
and nourished, somewhat pale man sitting up in 
bed in mild respiratory distress. The physical ex- 
amination was essentially the same as on the pre- 
vious entry except that there were diminished 
breath sounds, slight dullness and rales at both 
lung bases and some edema of both ankles. The 
blood pressure was 238 systolic, 154 diastolic. 

The temperature was 99°F., the pulse 110. The 
respirations were 30. 

Repeated urine examinations showed a maxi- 
mum specific gravity of 1.018 and a slight trace to 
a large trace of albumin. Many of the specimens 
were loaded with red cells, and many contained a 
few casts. The blood showed a red-cell count of 
2,800,000 with a hemoglobin of 55 per cent, and a 
white-cell count of 9000 with 79 per cent polymor- 
phonuclears. The guaiac test on the stool was 
negative. The nonprotein nitrogen of the blood 
was 60 mg. and the protein was 5.8 gm. per cent. 
The vital capacity was 1700 cc. An electrocardio- 
gram showed abnormal T waves which might 
have been due to digitalis (digitalization was 
started immediately on entry six days before this 
tracing). ‘There was no axis deviation. 

He had a very good diuresis but at the end of 
the first week began to hiccough and vomit fre- 
quently. At that time the nonprotein nitrogen had 
risen to 100 mg. per cent and the COz combining 
power of the blood was 72 vol. per cent. In spite 
of COz inhalations he continued to hiccough and 
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vomit and on the fifteenth day his blood chloride 
was equivalent to 88 cc. of N/10 sodium chloride, 
and his COz combining power was 68.6 vol. per 
cent. However, his nonprotein nitrogen had fallen 
to 75 mg. per cent. He was given several transfu- 
sions and clyses but failed to show much im- 
provement. On the twenty-eighth day he rather 
suddenly became very much worse. He became 
semistuporous, had severe itching of the skin, 
shouted a good deal, was very restless and became 
completely blind. Four days later a pericardial 
friction rub could be heard and he died on the 
next day. A week before death the nonprotein ni- 
trogen was 98 mg. per cent. 


X-Ray INTERPRETATION 


Dr. Ausrey O. Hampton: I do not see a definite 
variation from the normal in the first examina- 
tion and I agree with the examiner that there 
was no evidence of ulcer. The second examina- 
tion shows a small fleck in the region of the pyloric 
valve which I do not believe I would call an ulcer. 
It is more likely to be the pyloric valve on end. 

These examinations are fifteen days apart, and 
I cannot imagine the pylorus being normal at the 
first examination and looking like a healing ulcer 
at the second examination. If this is an ulcer, I 
do not believe it had anything to do with the pre- 
vious symptoms. 

Dr. SytvesteR McGinn: Could they have formed 
another impression from fluoroscopy ? 

Dr. Hampton: Yes, but this is a good film of 
the area they were speaking of. His chest film 
taken two weeks before death shows obliterated 
costophrenic angles on both sides. There is some 
thickening of the pleura along the axillary lines. 
The lungs are clear except for apical scars. His 
heart is blunt in the region of the left ventricle. 
The decrease in height that was mentioned must 
mean that the heart is round in shape. It is not a 
dilated heart. It is hypertrophied without dilata- 
tion. I think the transverse diameter is within 
normal limits. It looks like the heart and aorta of 
hypertension. 


DIFFERENTIAL DIAGNosIS 


Dr. McGinn: On reading this over I felt there 
were certain things in the history that were at least 
fairly obvious. Dr. Hampton’s comment on the 
gastrointestinal series has made some of them a 
bit more dubious. However, in spite of his inter- 
pretation I cannot disregard the story on the first 
admission of the vomiting of a considerable amount 
of blood, and of melena. Since nothing develops 
to make us believe the patient had esophageal 
varices there are two things that could cause such 
a condition, a tumor of the stomach, or an ulcer. 
Sarcomas, in particular, may begin to produce 
symptoms rather abruptly, even in a man who 
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does not look cachectic or show other evidences 
of malignancy, and cause massive gastric hemor- 
rhages. The x-ray examination, however, gives no 
support to such a diagnosis whereas, on paper at 
least, it suggested that he might well have had a 
duodenal ulcer. Certainly he had very active 
bleeding from the stomach, and I should favor 
a duodenal ulcer. 

We have definite evidence of hypertension and of 
hypertensive heart disease, characterized by an 
elevation in blood pressure and enlargement of 
the left ventricle clinically and by x-ray; although 
the heart is not greatly enlarged in size, it does 
look like a heavy heart. Then the symptoms he 
complained of — shortness of breath on exertion, 
inability to lie flat at night, and edema, seem to 
be due to heart failure. His vital capacity was 
diminished, 1700 cc., and he had rales at the lung 
bases. He was not showing acidosis, and _ his 
serum protein was 5.8. So I think the signs of fail- 
ure were linked up with the cardiac situation. 

There does seem to be evidence of chronic 
nephritis. The fact that he had frequency at night 
and not in the daytime is suggestive of nephritis. 
He had a high nonprotein nitrogen throughout his 
illness on all tests except one, which was 22. I 
cannot account for that one. I think we must 
follow the others in which it was elevated. He 
had a renal function of 35 per cent in one hour, only 
10 per cent being excreted in the first fifteen min- 
utes. He should have had at least 25 per cent in 
the first fifteen minutes, and we would expect a 
renal function of 50 over the course of an hour. 
He had retinal hemorrhages and headaches and 
albumin in the urine. He apparently died in 
uremia, and prior to death there was an acute peri- 
carditis. I think these things seem fairly obvious 
from the record. 

However, there does seem to be an_ under- 
lying intercurrent group of symptoms that weuld 
seem to need some explanation. At the first 
entry we have the story of severe, steady cramp- 
ing pain in the left costovertebral angle which 
lasted about fifteen minutes and was_associ- 
ated with the desire but the inability to void. Fol- 
lowing this and following several other attacks he 
passed bloody urine. Then there is also a story 
that on one occasion he had right-sided pain and 
later on some lumbar pain. These facts suggest 
to me —though I may be reading something into 
the record that does not belong here — an intermit- 
tent hydronephrosis with pain, with oliguria, and 
with relief of pain on passing urine and in the 
urine there were red blood cells. If it were just 
from hydronephrosis, however, I do not see why he 
should have so much kidney damage. Another 
possibility we must think of is renal tumor. If he 
had a hypernephroma I think he probably would 
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have been a person who had the appearance of 
having cancer. He would have been cachectic. 
Then there is the possibility of polycystic kidneys. 
The reasoning would be that he had a great num- 
ber of cysts in both kidneys and the renal cortex 
would be destroyed by pressure, causing a chronic 
nephritis. If the kidneys became large enough, 
moreover, they could become movable and there- 
fore their weight might kink the ureters, giving a 
period when he would have a urinary obstruction 
and pain due to increased pressure within the 
renal pelvis. When the kink straightened out it 
would permit the passage of urine, and frequently 
such urine contains a considerable amount of blood. 
There is nothing said in the history of any abdom- 
inal examination so we may assume that nothing 
was felt, but polycystic kidneys may be missed on 
physical examination. There is no mention of in- 
vestigation of the genitourinary tract. I feel that 
that group of symptoms needs some explaining, 


‘and that is the best explanation I can give for them. 


I have seen a few cases of polycystic kidneys and I 
remember two that were entirely missed because 
the presenting symptoms were those of hypertensive 
heart disease or nephritis with hypertension. I 
think Dr. Mintz has looked up a series of these 
cases here at this hospital and many patients with 
polycystic kidneys had hypertension. My diagnoses 
would be chronic nephritis with terminal uremia, 
acute pericarditis, hypertensive and arteriosclerotic 
heart disease, with congestive failure, duodenal 
ulcer and polycystic kidneys. 

Dr. Tracy B. Mattory: It is alwavs a good 
deal of a gamble to try to guess what form of 
renal insufficiency a patient of this sort has. Does 
anyone else want to hazard a diagnosis? 

Dr. Wyman Ricuarpson: I would raise the 
question of repeated renal infarcts. 

Dr. McGrixn: I think that most renal infarcts 
are painless. I admit that should be considered. 

Dr. James H. Means: I wonder if it could be 
vascular nephritis with intermittent bleeding and 
consequent variation in the urinary output. 

Dr. Frercuer H. Cotsy: The specific gravity is 
pretty high for polycystic disease. 


CLINICAL DIAGNOSES 


Malignant hypertension. 
Congestive heart failure. 
Uremia. 

Hypertensive encephalopathy. 
Fibrinous pericarditis. 
Duodenal ulcer. 


Dr. McGinn’s DiacNnoseEs 


Chronic nephritis. 
Hypertensive heart disease. 
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Congestive failure. 
Uremia. 

Fibrinous pericarditis. 
Duodenal ulcer. 
Polycystic kidneys. 


ANATOMICAL DIAGNOSES 


Nephritis, chronic vascular, malignant. 
Arteriosclerosis, coronary, aortic and cerebral. 
Pericarditis, acute fibrinous. 

Cardiac hypertrophy, hypertensive type. 
Chronic passive congestion. 

Pulmonary infarct. 

Bronchopneumonia. 


PATHOLOGICAL Discussion 


Dr. Mattory: I feel quite sure polycystic dis- 
ease could give every symptom this patient had. 
A typical clinical picture of malignant hyperten- 
sion and also hematuria is not uncommon. What 
we found, however, was malignant vascular neph- 
ritis. The kidneys weighed 225 gm. They were 
rather markedly scarred on the surface with a 
coarser type of scarring than is usual with the 
ordinary benign vascular nephritis. The lesions in 
the blood vessels were exceptionally acute in char- 
acter and they involved predominantly the inter- 
mediate-sized blood vessels, the radial arteries 
rather than the afferent arterioles of the glomerull. 
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That is characteristic of the so-called malignant 
type. These cases ordinarily do not have any 
severe grade of hematuria but they occasionally 
develop quite massive hematuria. This may be 
unilateral, and kidneys have been removed because 
of it. I think his pain probably arose from the 
presence of clots in the pelves and ureters because 
we found no hydronephrosis. 

Dr. Means: I remember that, when I was a medi- 
cal student in Dr. Cabot’s case history course. he 
stated that cases showing what was then called 
chronic interstitial nephritis — which was the same 
thing as vascular nephritis, I fancy — might give 
rise to renal apoplexy, so to speak, with a consider- 
able hematuria. 

Dr. Matiory: Yes, I think there is no question 
that it does occur. Exactly what the mechanism 
is, I do not know. There were no fresh infarcts 
in the kidney. 

Dr. Hampron: Did he have an ulcer? 

Dr. Mattory: At the autopsy a very 
shallow depressiopAf cm. in diameter and 1 mm. 
in depth was found in the first portion of the duo- 
denum, but sections through it were negative so | 
do not believe it was an ulcer. 

A Puysictan: Where did he bleed from? 

Dr. Mattory: We found nothing to explain it. 
Terminally he had uremic gastritis and colitis, but 
I do not believe he had had them any long period 
of time. 
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NURSING EDUCATION 
IN NORTH ADAMS 


Tue North Adams Transcript of December 11, 
1937 described an experiment which has been 
planned and will soon be undertaken at the North 
Adams Hospital to meet a community nursing 
need. The project presents several novel features. 
Its purpose is to furnish Grade A nursing care at a 
cost of about twenty-five dollars a week, and the 
School of Private Duty Nursing, now newly estab- 
lished, will give an intensive eighteen months 
course in bedside nursing. Classes will be ad- 
mitted in January, April and September. The edu- 
cational requirements for admission will be two 
years of secondary school, not more specifically 
described but presumably meaning two years of 
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ordinary high school. This project “aims to offer 
first-class bedside nursing care to people of mod- 
est means and at the same time provide through- 
out the country a livelihood to thousands of women 
unable to obtain a place in the economic world as 


self-supporting citizens.” 


It is emphasized that the project differs funda- 
mentally from some suggestions made by a num- 
ber of thoughtful students of nursing education 
elsewhere, in that its object is not to develop the 
inferior grade of nursing skill or subsidiary nurs- 
ing service which they have recommended, but 
to place the “service on the highest possible level 
of skill and intelligence” at a distinctly lower cost. 
This aim is certainly praiseworthy, and if the goal 
can be reached, the experiment will prove to be 
a most welcome contribution. 

The problem we have here is not new. It is 
the one presented by divergent views as to the 
best preparation for the practice of a profession. 
How broad and deep should the foundations be? 
While the Grade A nursing service is not de- 
fined, the designation suggests that it is at the 
highest level, commonly understood to be the high- 
est that the nursing profession can supply. Yet a 
grade of nursing higher than Grade A is indicated 
by the statements that the “plan will not provide 
substitutes for highly trained professional regis- 
tered nurses, whose services will be required by 
all local physicians as at present,” and that “the 
school itself will open up to such nurses perma- 
nent employment as members of its ‘faculty’ so to 
speak, for the training will be given entirely by a _ 
carefully selected and organized staff of experi- 
enced graduates in the nursing profession.” 


The new project takes issue sharply with the 
current view that the Grade A nurse should have 
a four-year high-school course, supplemented by 
three years in a school of nursing in which, what- 
ever the content of the course, instruction should 
be at the collegiate level. It is commonly thought 
that an educational foundation of two years of 
high school is too narrow and superficial to bear 
the weight of the superstructure now required in 
the education of a Grade A nurse. 
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There is widespread recognition of a serious 
problem in nursing, namely, how to meet the nurs- 
ing needs of the community in a more nearly ade- 
quate manner than at present. It is to be expected 
that many solutions will be suggested, not all of 
them sound or practicable. But due credit should 
be given for every attempt to make progress, and 
the results of the experiment in North Adams 
will be awaited with interest. 


LIPOID PNEUMONIA 


Tue dangers of oily preparations used for nose 
drops, especially in infants, have been the subject 
of considerable comment in the recent past, and a 
renewed warning is now issued in the Quarterly 
Bulletin of the City of New York Department of 
Health, on account of the enormous increase in the 
use of such preparations. 

Not only is the danger of the inhalation of 
oily substances used as nose drops a real one, but 
other agents have also been found to cause trouble, 
codliver oil and even cream having been involved 
in some of the cases reported. Consequently, 
mothers should be warned not to give codliver oil 
or other substances of a similar nature to strug- 
gling infants or to very feeble ones. 

Fatal cases of pneumonia caused by the aspira- 
tion of oils have been reported in the American 
medical literature since 1925 in sufficient numbers 
to warrant the conclusion that the actual number 
of cases occurring must be a considerable one. The 
condition, according to reports, is usually observed 
in children under two years ot age, and especially 
in artificially fed, poorly nourished infants, and 
in those with any difficulty in swallowing or breath- 
ing. The history of nasal discharge, coughing 
spells or asthmatic attacks frequently follows that 
of periodic instillations of oil into the nostrils. 

These patients usually show the clinical signs 
and symptoms of a low-grade pneumonia, and 
present an x-ray picture that shows a shadow along 
the sternal border of the pulmonary fields. At 
autopsy the tissues show a foreign-body reaction 
with secondary bacterial invasion, and _ large 
amounts of oil are often found in the lungs. Or- 
ganic oils, such as codliver oil and cream, usually 
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cause a different reaction —an acute pneumonia. 
As these fats are largely absorbable, chronic se- 
quelae are less liable to occur. 


The insidious danger of lipoid pneumonia calls 
to mind the acute inhalation pneumonias that 
occurred a few years ago and were due to babies 
being allowed to play with dusting-powder cans 
with removable caps. 


OBITUARY 


THOMAS BARNES FUTCHER 
1871-1938 


In the death of Dr. Futcher, February 25, 1938, 
medicine in America loses one of her outstanding 
disciples. Death came to him suddenly, while he 
was making his rounds at the Johns Hopkins Hos- 
pital, from coronary thrombosis, at the age of 
sixty-seven. 

Born in St. Thomas, Ontario, January 1, 1871, 
Futcher served as a house officer at the Toronto 
General Hospital in 1893-1894. There he «ame 
under the eye of Dr. James E. Graham, the pro- 
fessor of medicine, who was on the lookout for 
promising young men to send to the Johns Hop- 
kins Hospital for further training under Dr. Wil- 
liam Osler. Futcher came to Baltimore the same 
year and spent the summer as resident physician to 
the Garrett Children’s Hospital at Mount Airy, 
Maryland, joining Dr. Osler’s staff in September. 
He passed through the grades from assistant resi- 
dent physician up to resident physician, a post 
which he held from 1898 to 1901. During this 
period he helped the late Dr. Thayer organize 
the first year of clinical teaching at the Johns Hop- 
kins University School of Medicine in the winter 
of 1895-1896. With the clinical laboratory started 
in 1896, Futcher was put in charge. That year 
he organized and conducted the first course of 
systematic instruction in clinical pathology to be 
given in the country, if not in the world. As a 
part of this admirable course Futcher carefully 
prepared an excellent series of lectures. For this 
pioneer work he has never received the credit he 
deserves. He was one of the five first assistants 
trained by Osler, two having preceded him, Lafleur 
and Thayer, and two coming after him, McCrae 
and Cole. Following his resident service he be- 
came a visiting physician to the Johns Hopkins Hos- 
pital. 

His relation with Osler was a very close one. 
When Dr. Thayer married, he left the other two 
“latchkeyers,” Jacobs and Cushing, at 3 West 
Franklin Street and Futcher took Thayer’s place 
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as a member of the triumvirate. This was next 
door to Osler’s home, which was 1 West Franklin 
Street. Osler succeeded in retaining Futcher in 
Baltimore when the offer came to take Dr. Gra- 
ham’s old place at the University of Toronto. 
After Osler went to England, Futcher kept in close 
touch with him. Futcher married in 1909 the 
daughter of Osler’s old teacher, Dr. Palmer How- 


ard. This bound Futcher still closer to the Osler 
household. His children were always great favor- . 


ites of Dr. Osler. One son, Dr. Palmer Howard 
Futcher, is now following in his father’s footsteps 
as resident physician at the Johns Hopkins Hos- 
pital. 

During the War, Futcher served as 2 lieutenant- 
colonel in the Canadian Army Medical Corps and 
during the winter of 1917-1918 was in charge of 
the Medical Division of No. 16 Canadian Gen- 
eral Hospital, Orpington, Kent, England. Futcher’s 
medical work was largely concerned with teach- 
ing. He did, however, contribute to medical liter- 
ature, writing the sections on diabetes and gout 
in Osler’s Modern Medicine. He was particularly 
interested in diseases of metabolism and endo- 
crinology. A forceful, clear teacher, he will long 
be recalled by his students. His colleagues will 
remember him for his sound judgment and for 
his delightful, rather reserved personality. He was 
aman who read extensively and had a wide knowl- 
edge of world affairs. He carried on the traditions 
set by Osler in a worthy style. 
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Cast History No. 63. Partiat Piacenta Previa 


Mrs. M., a twenty-five-year-old primipara ap- 
proximately thirty weeks pregnant, telephoned on 
January 23 at 12:30 p. m. that she had just had a 
discharge of blood from the vagina which she 
estimated at about a cupful. There was no pain. 
She was advised to come into the hospital imme- 
diately; no visit or examination was made at home. 


There was no family history of tuberculosis, 
diabetes, cancer or hemorrhagic disease. She had 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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measles, mumps and scarlet fever as a child, and 
her tonsils and appendix had been removed. Cata- 
menia began at twelve, regular twenty-eight-day 
cycle, lasting five days without pain. Her last 
period was June 24, making the estimated date of 
confinement March 31. There had been a slight 
show of blood on January 9 which was considered 
to have followed coitus. At six prenatal visits her 
urine and blood pressure were normal. 


The patient was transported to the hospital by 
ambulance. Upon entrance her temperature was 
99.6° and pulse 80. She was a well-developed and 
nourished woman. The mucous membranes were 
not pale. Her heart was not enlarged and there 
were no murmurs. Her lungs were resonant 
throughout and there were no rales. Her pelvic 
measurements were normal as were her extremi- 
ties. The fundus was halfway between the um- 
bilicus and the ensiform cartilage, agreeing in size 
with her menstrual date. The fetal heart tones 
were regular and strong, rate 152. Palpation re- 
vealed the baby in breech position with the sacrum 
left posterior. She was still bleeding but not pro- 
fusely. The uterus was soft: the patient was not 
in labor. Because there had been a hemorrhage 
and because the patient was still bleeding, even 
though the pregnancy was advanced only to a 
point where the viability of the child was extremely 
doubtful, vaginal examination was deemed neces- 
sary to determine the source of the bleeding. A 
bagging kit was prepared before the examination 
which revealed a cervix partially taken up and di- 
lated about 4 cm. The edge of the placenta was 
felt on the left of the cervix. The membranes were 
already ruptured. Examination definitely increased 
the bleeding and it was deemed wise to insert a 
bag. Under nitrous-oxide anesthesia a Voorhees 
bag No. 5 was inserted into the uterus and placed 
so that it lay over the partial previa. This was 
done at 2:20 p.m. Labor started almost immedi- 
ately. The fetal heart remained of good quality 
until 4:30 when it dropped below 100 where it re- 
mained until delivery. The cone of the bag ap- 
peared at the vulva at 5:20 p. m., and immediate 
delivery was decided upon. 

Following the removal of the bag, about a pint 
and a half of clots were expelled. A foot was 
found in the vagina and a breech extraction was 
performed. The baby weighed 3 lb., 9 0z., breathed 
feebly but could not be made to cry. However, 
with oxygen and carbon dioxide it developed a 
good pink color. On account of the persistent 
bleeding following the birth of the baby, the en- 
tire placenta, with membranes complete, was manu- 
ally removed. The uterus reacted normally and 
no abnormal bleeding followed. ‘The patient's 
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pulse rose to 132 during delivery but at the end 
of an hour had dropped to 88. No transfusion 
was considered necessary. The baby died about 
10:56 p. m. 

No laboratory work was performed on this case 
previous to delivery. The patient’s convalescence 
was normal. At her discharge examination on the 
fourteenth day her red-blood-cell count was 
3,420,000 and the hemoglobin 70 per cent. The 
cervix showed a slight bilateral laceration and the 
uterus was in third-degree retroversion; but was 
easily replaced in anterior position. 


It is interesting to note how quickly after the 
initial hemorrhage a diagnosis was made and 
proper treatment under way. The initial hemor- 
rhage occurred at 12:30 p. m.; examination had 
been made and a bag inserted at 2:20 p. m. It 
would have been wise to have had a red count 
and hemoglobin made on this patient upon her 
arrival at the hospital; also there is no mention in 
the record that any attempt was made to procure 
a compatible donor. This routine is always a con- 
servative procedure. 


Any baby at thirty weeks has only a fifty per 
cent chance of living. It is quite likely that the 
separation of the placenta causing initial hemor- 
rhage and the use of the bag which may well 
have interfered with the baby’s circulation during 
labor lessened the chances of this premature child’s 
survival. It is unlikely that the delivery of a child 
weighing 3 lb., 9 oz. through a cervix which has 
expelled a Voorhees bag No. 5 would have harmed 
the infant in any way. It is possible that a Brax- 
ton-Hicks slow extraction of the child after the 
expulsion of the bag would have been more con- 
servative. In this procedure the child’s life is defi- 
nitely disregarded. On the other hand, there is 
question if the operator could in any way be crit- 
icized for delivering this child through a cervix 
dilated as much as it must have been. This patient 
has since had two full-term normal deliveries. 


THE ANNUAL DIRECTORY 


Under the provisions of the By-Laws the Coun- 
cil has ordered the publication of the Annuai 
Directory of Officers and Fellows of the Society as 
of February 15, 1938. Return postcards are being 
sent to all Fellows of the Society, whose dues are 
paid, informing them that they are entitled to a 
copy of the Directory and asking them to indicate 
whether they wish to receive it. 

In order to save time the return postcard is ad- 
dressed to the Boston Mailing Company, 394 At- 
lantic Avenue, Boston, Massachusetts. 
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MED'C. POSTGRADUATE 
EXTENSION COURSES 


The {vllowing sessions, given by the Massachusetts Med- 
ical Society in co-operation with the Massachusetts De. 
partment of Public Health, the United States Public Health 
Service and the Federal Children’s Bureau, have been 
arranged for the week beginning March 21:. 


BARNSTABLE 


Sunday, March 27, at 4:00 p. m., at the Cape Cod 
Hospital, Hyannis. Subject: Early Syphilis. In- 
structor: C. Guy Lane. John I. B. Vail, Chazr- 
man. 


BERKSHIRE 


Thursday, March 24, at 4:30 p. m., at the House of 
Mercy Hospital, Pittsfield. Subject: Rheumatic 
Infection; Rheumatic Heart Disease. Instructor: 
T. Duckett Jones. Melvin H. Walker, Jr., Chair- 
man. 


BRISTOL soUTH (Fall River Section) 

Monday, March 21, at 4:30 p. m., at the Union Hos- 
pital, Fall River. Subject: Treatment of Burns. 
Instructor: Henry W. Hudson, Jr. Howard P. 
Sawyer and Robert H. Goodwin, Chairmen. 


ESSEX NORTH 
Friday, March 25, at 4:00 p. m., at the Lawrence Gen- 
eral Hospital, Lawrence. Subject: Treatment of 
Burns. Instructor: Henry W. Hudson, Jr. John 
Parr, Chairman. 


FRANKLIN 


Wednesday, March 23, at 8:00 p. m., at the Franklin 
County Hospital, Greenfield. Subject: Some Com- 
plications of Labor: Analgesics in Labor. In- 
structor: James C. Janney. Halbert G. Stetson, 
Chairman. | 


HAMPDEN 


Thursday, March 24, at 4:00 p. m., at the Academy of 
Medicine, Professional Building, 20 Maple Street, 
Springfield, and at 8:00 p..m., tm the Outpatient 
Department of the Skinner Clinic, Holyoke Hos- 
pital, Holyoke. Subject: Pneumococcus Pneu- 
monia and Serum Therapy. Instructor: Freder- 
ick T. Lord. George D. Henderson and George 
L. Schadt, Chairmen. 


HAMPSHIRE 
Wednesday, March 23, at 4:15 p. m., in the Nurses’ 
Home, Cooley Dickinson Hospital, Northampton. 
Subject: Differential Diagnosis and Treatment of 
Scarlet Fever. Instructor: Edwin H. Place. 
Warren P. Cordes, Chairman. 


MIDDLESEX EAST 
Tuesday, March 22, at 4:00 p. m., at the Melrose Hos- 
pital, Melrose. Subject: Puerperal Sepsis. In- 
structor: Thomas R. Goethals. Joseph H. Fay, 
Chairman. 


MIDDLESEX SOUTH 


Wednesday, March 23, at 4:00 p. m., at the Cam- 
bridge Municipal Hospital, Cambridge Street, 
Cambridge. Subject: Bleeding in the Last Tri- 
mester of Pregnancy. Instructor: John Rock. 
Edmund H. Robbins, Chairman. 
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NORFOLK 


Friday, March 25, at 8:30 p. m., at the Norwood Hos- 
pital, Norwood. Subject: Toxemias of Preg- 
nancy. Instructor: Foster S. Kellogg. Hugo B. C. 
Riemer, Chairman. 


PLYMOUTH 


Tuesday, March 22, at 4:00 p. m., in the Rosa Field 
Nurses’ Residence, Brockton Hospital (rear of 
hospital), Brockton. Subject: The Use and Mis- 
use of Prontylin. Instructor: R. Cannon Eley. 
Walter H. Pulsifer, Chairman. 


DEATH 


BREWIN —Joun A. Brewin, M.D., of 58 Forest Ave- 
nue, Everett, died March 7. He was in his sixty-third 
year. 

Dr. Brewin received his degree from the North Caro- 
lina Medical College in 1904, and was a fellow of the 
Massachusetts Medical Society and a member of the Amer- 
ican Medical Association. He was one of the founders 
of Whidden Memorial Hospital, Everett, and a member 
of the Everett Board of Health. 

His widow, two sons, and a daughter survive him. 


MISCELLANY 
CONNECTICUT NEWS 


NEUROPSYCHIATRIC INSTITUTE INSTALLS LATEST 
DEVELOPMENT OF SCIENCE 


A new Inductopyrexia, the latest contribution of science 
to the so-called fever treatment of certain types of dis- 
eases, has been installed at the Neuropsychiatric Institute of 
the Hartford Retreat. It will be used in the treatment of 
tabes, general paresis and other central-nervous-system 
diseases of similar etiology. This machine is the first of 
its kind to be installed in Connecticut and one of the 
first in this section of the country. 


St. Francis Hospirat, HAartrorp 


At the annual meeting of St. Francis Hospital in Janu- 
ary, Dr. James F. Lynch was re-elected president of the 
medical staff for a third term. Five new directors were 
named to fill five vacancies caused by death during the 
year. Dr. Michael J. Morrissey is one of the new direc- 
tors. Among the changes and appointments in the staff 
positions were the following: Dr. N. Herbert Bailey, 
changed from attending obstetrician to consulting obstetri- 
cian; Dr. Richard C. Buckley, transferred from attending 
surgeon to neurosurgeon; Dr. George E. Cogan, trans- 
ferred from associate obstetrician to attending obstetri- 
cian; Dr. Charles W. O’Neil, elected assistant dermatolo- 
gist; Dr. John F. McGrath, elected assistant surgeon; Dr. 
Martin P. McCue, elected assistant physician; Dr. David 
Gaberman, elected assistant pediatrist; Dr. Joseph G. 
Urrichio, elected clinical associate. 

St. Francis Hospital was visited by fire near noon on 
February 3 when what bade fair to be a serious blaze in 
the Nurses’ Home was brought under control through the 
efficient work of the Fire Department. Three alarms 
were sounded in quick succession. Twenty-six sleeping 
nurses were roused and led to safety. The cost of repair- 
ing the damage will be $7,000. 


MISCELLANY 
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Hartrrorp Boarp oF HEALTH 


Dr. George E. Cogan was re-elected president of the 
Hartford Board of Health at its annual meeting in Janu- 
ary. Dr. Charles W. Daly and Dr. Cogan were appointed 
to the Committee on Communicable Diseases and Labora- 
tory, Dr. Cogan to the Committee on Finance and Per- 
sonnel, and Dr. Daly to the Committee on Public Health 
Nursing and Child Hygiene. A proposal was made that 
the city offer medical examinations to all persons con- 
nected with the handling of food in public eating places. 
This will be discussed with the Hartford Medical Society. 
The secretary announced that deaths in Hartford result- 
ing from automobile accidents last year reached the low- 
est figure since 1914. 


New INFIRMARY FOR LaurEL HEIGHTS 
TUBERCULOSIS SANATORIUM 


A new seven-story infirmary housing 140 patients and 
costing $400,000 is to be built in the near future by the 
State Department of Public Works at Laurel Heights 
Tuberculosis Sanatorium in Shelton. Plans have been 
drawn and bids will be received in March. The infirmary 
building will be located on the hillside, commanding a 
beautiful view of the Housatonic Valley, and will be con- 
structed of brick with limestone and granite trim. It will 
house a central heating plant to service three buildings. 


PNEUMONIA SERUM AVAILABLE IN TWENTyY-Four-Hour 
SERVICE 


The State Department of Health now furnishes a 
complete, twenty-four-hour, pneumonia service every day 
in the year. The department also has funds available 
through the United States Public Health Service not only 
for furnishing this laboratory service but also for providing 
type-specific antipneumococcus serum for six types of 
pneumonia instead of only two as heretofore. The de- 
partment will furnish the serum free to Connecticut citi- 
zens upon whom payment would work a financial hard- 
ship. 


Hospira vs. HEALTH INSURANCE 


Dr. James R. Miller, representing the Medical Informa- 
tion Bureau of the Hartford County and City medical 
societies, recently discussed hospital and health insurance 
before a lay audience in that city. Dr. Miller explained 
why organized medicine is opposed to paying for the 
care of the sick with tax funds. He also made very clear 
the difference between hospital and health insurance and 
set forth the chief objections to the latter. The Hartford 
Courant, commenting on Dr. Miller’s address, said: “If 
all medical associations are facing the issue as energeti- 
cally as Dr. Miller says is true of the Connecticut House ot 
Delegates and are seeking an honest solution to the prob- 
lem, there will be no socialized medicine in this country.” 


Pros_emMs Discussep 


Several eminent speakers took part in the program of 
the School-Health Education Conference held in Hart- 
ford on January 18. Dr. William W. Bauer, director of 
the Bureau of Health and Instruction of the American 
Medical Association, and Dr. Haven Emerson, of the Col- 
lege of Physicians and Surgeons, New York City, were most 
widely known. 
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Mr. Hospitart Starr APPOINTMENTS 


Mt. Sinai Hospital, Hartford, has announced its staff 
appointments for the year. The chief physicians are D. N. 
Shulman, Peter Steincrohn, and Samuel Donner. The 
chicf surgeons are William Leichner, Louis Antupit and 
Joseph Heyman, 


Mepicat Society Honors Dr. STEINER 


About fifty friends of Dr. Walter R. Steiner were pres- 
ent at a dinner in his honor at the Hartford Club on 
February 7. After the dinner Dr. Archibald Malloch, li- 
brarian of the New York Academy of Medicine, delivered 
an address before the Hartford Medical Society on “Medi- 
cal Libraries.” Dr. Malloch paid fitting tribute to Dr. 
Steiner, who has served the Society as its librarian for 
35 years and for whom the Society recently named its 
library of 20,000 volumes. A portrait of Dr. Steiner, the 
gift of a friend and patient, was presented to the Society 
and unveiled before the assembled group of members. 
The fitting remarks of the president, Dr. Edward J. Wha- 
len, added greatly to the impressiveness of the occasion. 


FairFiELD County Mepicat ASSOCIATION 


In co-operation with the local medical societies the 
Fairfield County Medical Association has been conducting 
a series of monthly meetings in different cities of the 
county. On January 11 at Greenwich, Dr. George Blumer, 
of Yale University School of Medicine, gave a very clear 
and instructive talk on “Subacute Bacterial Endocarditis.” 
On February 9, at the Norwalk Hospital, Dr. Harold M. 
Marvin, of New Haven, discussed “Myocardial Failure.” 
The remainder of the program follows: 

March 8, 8:30 p. m., Stamford Hall. Speaker, Dr. 
Clarence L. Robbins, New Haven. Subject: “Edema: Its 
differentiation and treatment.” 

April 12, 3:30 p. m., Stratfield Hotel, Bridgeport. 
‘Speaker, Dr. Harry Zimmerman, New Haven. Subject: 
-“Vascular Diseases of the Central Nervous System.” 

May 12, 9 p. m., Hotel Green, Danbury. Speaker, Dr. 
Ashley Oughterson, New Haven. Subject: “Peripheral 
Vascular Disease: Its conservative treatment.” 


DEATHS 

AXTELLE — Joun Frank M.D., aged 83, for- 
merly a practitioner in Hartford, died at the Masonic 
Home in Wallingford on February 9. 


CARVER—Joun Preston Carver, M.D., aged 66, 
medical examiner for twenty years and general practitioner 
in medicine in Simsbury since 1902, died at his home, 
February 4, after an illness of three months. Death was 
said to have been due to heart disease. A native of Pel- 
ham, Massachusetts, he was the son of the late Freeman 
C. and Almira (Thayer) Carver. He spent most of his 
youth in Northampton, Massachusetts, and in 1896 was 
graduated from the Albany Medical College. After a 
postgraduate course at the New York College of Physi- 
cians and Surgeons he began practice in New Hartford 
and came to Simsbury in 1902. He was physician for 
Westminster School. His practice extended to nearby 
communities, and for many years he made calls, day and 
night, throughout the’ countryside. In 1898 he married 
‘Helen E. Eno, of Simsbury. Besides his widow, he has left 
three daughters, Mrs. Thomas Whitman, Mrs. Esther C. 
Standish and Miss Martha Carver, all of Simsbury; two 
grandchildren; a sister, Mrs. Cora Carver Larimer; and a 
half brother, Richard Carver, of Northampton. 
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KELLOGG — Cuirrorp Watcorr Kettoce, M.D., aged 
77, well-known physician, died of pneumonia on Janu- 
ary 31, at Middlesex Hospital, Middletown, where he was 
taken after a two weeks’ illness. Born in South Amherst, 
Mass., a son of the late Beulah H. and Elizabeth (Walcott) 
Kellogg, he moved to Hartford when a boy. He was grad- 
uated from Yale University and entered Yale University 
School of Medicine, graduating at the head of his class. 
For a year he remained as a lecturer at the school and 
then interned at the New Haven Hospital, where he be- 
came superintendent. His wife was the former Edith 
Raymond, of New Canaan, who was superintendent of 
nurses at the hospital when Dr. Kellogg met her. Later 
Dr. Kellogg entered general practice in New Haven, 
which he continued for a few years, and then moved to 
Higganum where he practiced medicine for eighteen 
years. In 1917 he opened an office on Washington Street, 
Middletown, continuing practice there until about two 
years ago when he retired to his home in Higganum. 

Dr. Kellogg was well known for his musical and inven- 
tive talents. He wrote several Yale songs, the most popu- 
lar of which was “Yale Blue Forever.” He contributed 
many articles to medical journals and was a member of 
the Middletown Medical Society and the American Medi- 
cal Association. Dr. Kellogg leaves four daughters, Mrs. 
R. L. Hayden, of Haddam, and Mrs. Patrick Doyle, Miss 
Margaret and Miss Dorothy Kellogg, all of Higganum; 
three grandchildren; and two sisters, Mrs. Louise Thayer 
and Mis. Frank Brandell, both of Northampton, Massa- 
chusetts. 


WEIR — Loren Ray Weir, M.D., aged 54, eye, ear, 
nose and throat specialist in New Britain during the 
past fifteen years, died suddenly at his home, February 10, 
of heart disease. Dr. Weir was born in Burnside, Illinois, 
and after graduating from high school entered the Hahne- 
mann Medical School in Kansas City, Missouri, entering 
the practice of medicine in Lathrop, Missouri, after his 
graduation. He served during the World War as a lieu- 
tenant in the U. S. Army Medical Corps. In 1920 he took 
up a specialized study of eye, ear, nose and throat ailments, 
going to New Britain to specialize in 1923. He was on the 
staff of New Britain General Hospital, and a member of 
the city and county medical societies and of the South 
Congregational Church. He was a past master of Lathrop 
Lodge, A. F. & A. M., and a member of the Commandery 
and the Moila Shrine of St. Joseph, Missouri. He is sur- 
vived by his widow, Mrs. Mae A. Weir; two brothers, Dr. 
C. E. Weir, of Abingdon, Illinois, and Hugh L. Weir, of 
Galesburg, Illinois; two sisters, Mrs. George Aldrich, of 
Roseville, Illinois, and Mrs. Ernest Wilke, of Charles 
City, Iowa; and two half brothers, Bernard and Forest 
Weir. 


CORRESPONDENCE 


THE PROPOSED BILL FOR ANNUAL 
REGISTRATION OF PHYSICIANS 
IN MASSACHUSETTS 


To the Editor: In 1936, 1937 and 1938 the State Board 
of Registration has made determined drives to compel the 
medical profession to “trade in” its permanent right to 
practice medicine in Massachusetts for an annual permit 
with varying and probably increasing restrictions. The 
Council of the Massachusetts Medical Society has each year 
emphatically opposed such proposed legislation. It is sur- 
prising, therefore, to learn that the Committee on Public 
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Health of the State Legislature will probably favorably 
report a bill for annual registration this coming week. 

The present laws read that any physician opening an 
office must within two weeks present credentials and sign 
statements with the city or town clerk, and said clerk 
must transmit copy of the statement to the State Board of 
Registration within twenty-four hours and both are subject 
to fines for not so doing. Why inconvenience 7000 and 
more physicians until reasonable attempts have been made 
to enforce this and other rigorous existing laws? How 
do lapses affect malpractice insurance? Would the 
medical profession continue to be ruggedly independent? 
Many other questions might be asked. 


Ricuarp Dutton, M.D. 
33 Avon Street, Wakefield. 


REPORT OF MEETING 


EASTERN HAMPDEN 
MEDICAL ASSOCIATION 


The first monthly meeting of the fifty-eighth annual 
session of the Eastern Hampden Medical Association was 
held on Wednesday evening, March 9, at the Oaks Hutel, 
Springfield. 

Dr. Michael J. Kranichuck, of South Hadley Falls, read 
the paper of the evening on “The Clinical Significance of 
the Cerebrospinal Fluid” which was discussed by Drs. 
Dickson, Boyd and Schamlian. 

Case reports were rendered by Dr. R. E. Dickson, of 
Holyoke, and Dr. Roberta E. Neill, of Springfield. 

While the Society meets every month on the Thursday 
nearest the full moon, it was voted to change the next 
meeting date to Wednesday, April 13, because of conflict 
with the postgraduate extension lecture on Thursday, 
April 14. 

J. JosepH Secretary-Treasurer. 


NOTICES 


COURSE IN OCCUPATIONAL DERMATOSES 


During May, 1938, a course in Occupational Derma- 
toses will be given under the auspices of the Harvard 
School of Public Health. Lectures will be given on the 
clinical manifestations, etiological factors, diagnosis, 
treatment, insurance and legal aspects, and so forth. 
Clinics will be held at the Massachusetts General Hospi- 
tal, and at the various insurance companies. Visits to 
some of the more important factories will be arranged, 
so that students may study industrial processes and pre- 
ventive measures. The number will be limited to ten. 
Further information and registration blanks may be ob- 
tained from the Dean of Harvard School of Public 
Health, 25 Shattuck Street, Boston, Mass. 


DR. CRUCHET TO HOLD CLINIC 


Dr. René Cruchet, professor of medicine, Bordeaux, 
France, will hold a clinic in the Evans Memorial Audi- 
torium, 78 East Concord Street, Boston, on Monday, 
March 21, at 12 o’clock noon. His subject will be “Mor- 
van’s Disease in Childhood.” 


SPRINGFIELD DISTRICT TEACHING CLINICS 


In conjunction with the state-wide movement to pub- 
licize the work of the cancer clinics, a teaching clinic will 
be held for the members of the medical profession of the 
Springfield district at the Springfield Hospital on April 1 
at four in the afternoon. The guest speaker, Ashley W. 
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Oughterson, M.D., Associate Professor of Surgery at Yale 
University School of Medicine, will conduct the clinic. 
Also, on Friday, April 8, at four in the afternoon at the 
Academy of Medicine in Springfield, Dr. C. C. Liitle of the 
Roscoe B. Jackson Memorial Laboratory of Bar Harbor, 
Maine, will be the guest speaker and his subject “Some 
Recent Advances in Cancer Research.” All local mem- 
bers of the medical profession are cordially invited to at- 
tend both these exercises. 


COURSE FOR MEDICAL RESERVE OFFICERS 
OF THE UNITED STATES ARMY 


The Harvard Medical School, Courses for Graduates, 
offers a course with special reference to traumatic and 
military surgery and medicine. The course is limited to 
officers holding a commission in the Medical Reserve 
Corps of the United States Army and will be given for two 
weeks beginning June 1. Attendance at this course will be 
given inactive duty credit by the War Department. 


AMERICAN ASSOCIATION 
OF INDUSTRIAL PHYSICIANS 


Of special interest to every physician and surgeon of 
this country is the program of the American Association 
of Industrial Physicians and Surgeons 1938 meeting. 

To broaden the interest in industrial medicine to the 
end of minimizing the morbidity and mortality of work- 
ing people; reducing accidents and the number of deaths 
or cripples resulting therefrom; removing the hazards of 
occupational diseases, and keeping more people on their 
jobs in healthy condition — all these are naturally of vital 
interest to the physician or surgeon in general practice. 

Acquaintance with industrial medical problems such as 
these is increasingly important to every physician and sur- 
geon, whether he be exclusively in private practice or iden- 
tied, in whatever relation, with industrial medicine. 
Thus, he will do well to mark on his calendar June 6, 7, 
8 and 9, for this meeting of the American Association of 
Industrial Physicians and Surgeons, which will be held 
concurrently with the Midwest Conference on Occupati 
al Diseases at the Palmer House in Chicago. The field of 
industrial medical practice is increasingly prolific of 
broader opportunities and closer co-operation with physi- 
cians and surgeons in every specialty and in every lo- 


cality. 


CARNEY HOSPITAL 


The monthly clinical meeting and luncheon of the Car- 
ney Hospital will be held on Monday, March 21, at 
11:30 a. m. in the Andrew Carney Assembly Hall. 


PROGRAM 


Case Report: Lymphatic Leukemia. Dr. F. Ciampa. 

Pathology Exhibit. 

Address: Coccydynia. 
Dr. H. G. Lee, Dr. J. L 
Norton. 


Dr. me S. Kelley. Discussion: 
. Doherty and Dr. M. V. 


R. J. HEFFERNAN, M.D., Secretary. 


BOSTON MEDICAL HISTORY CLUB 


Under the auspices of the Boston Medical History Club, 
Dr. W. Richard Ohler will speak on “The Development 
of Our Knowledge of the Kidneys and Their Diseases” at 
the Boston Medical Library, 8 Fenway, Boston. The 


meeting will be held on Monday, March 21, at 8:15 p. m. 
BENJAMIN Spector, M.D., Secretary. 
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BOSTON UNIVERSITY MEDICAL SOCIETY 


_ The next meeting of the Boston University Medical 
Society will be held in the Evans Memorial Auditorium, 
78 East Concord Street, Boston, on Monday evening, 
March 21, at 8 o'clock. 


PROGRAM 


Presentation of Case. 

La Vie en Louisiane en 1752 (d’aprés un Manuscrit Bor- 
delais Inédit). Professor René Cruchet, of Bordeaux, 
France. 


STAFF MEETING OF THE 
MASSACHUSETTS MEMORIAL HOSPITALS 


The next meeting of the staff of the Massachusetts Me- 
morial Hospitals will be held in the Evans Memorial, 78 
East Concord Street, Boston, on Friday, March 25, at 
8:15 p. m. 


PROGRAM 


Case of Hemorrhagic Pericarditis. Drs. R. H. Wells and 
M. A. Berezin. 

Two Cases of Contagious Disease with Cardiac Inter- 
est. Dr. Conrad Wesselhoeft. 

Roentgenologic Study as an Aid in the Diagnosis of Car- 
diac Lesions. Dr. George Levene. 

Discussion: Drs. Paul D. White, Samuel A. Levine, How- 
ard B. Sprague, William D. Reid and Ashton Gray- 
biel. 


Luncheon will be served after the meeting. Physicians 
and medical students are cordially invited to attend. 


HetmutH M.D., Secretary. 


NORFOLK DISTRICT MEDICAL SOCIETY 


The regular meeting of the Norfolk District Medical 
Society will be held in the amphitheater of the Beth Israel 
Hospital, Brookline Avenue, Boston, on Tuesday evening. 
March 29, at 8:15. Telephone Beacon 4400. 


PROGRAM 


Business. 

Communication: Diseases of the Kidney. Medical view- 
point by Dr. Albert A. Hornor. Surgical viewpoint 
by Dr. George C. Prather. 

Collation. 

The next censors’ examination will be held May 5. 
Applications from graduates of Class A schools must reach 
the secretary four weeks prior to this date and applica- 
tions from all others six weeks prior to this date. 

Frank S, CruicksHank, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held in the Peter Bent Brigham Hospital amphitheater 
(Shattuck Street entrance), Tuesday, March 22, at 
8:15 p. m. 

PROGRAM 
Presentation of Cases. 
The Pigments and Color of Living Human Skin. 
E. A. Edwards and Dr. S. Q. Duntley. 

Medical students and physicians are cordially invited 

to attend. 


Dr. 


MarsHa N, Futton, M.D., Secretary. 
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SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistRICT FOR THE WEEK BEGINNING 
Monpay, Marcu 21 


Miwpay, Marcu 21 


12 m. Dr. Cruchet to Hold Clinic, Evans Memorial auditorium, 
78 East Concord Street, Boston. 


8 p. m. Boston University Medical Society. Evans Memorial audito- 
cium, 78 East Concord Street, Boston. 


8:15 p. m. Boston Medical History Club. Boston Medical Library, 
8 renway, Boston. 
Tvuespay, Marcu 22 
*9-10 a. m. 
Ettinger. 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


*8:15 p. m. Harvard Medical Society. Peter Bent Brigham Hospital 
amphitheater (Shattuck Street entrance). 


Boston Dispensary. X-ray demonstration. Dr. Alice 


Wepnespay, Marcu 23 
*9-10 a. m. Boston Dispensary. 
Thannhauser. 


m.  Clinicopathological conference. 
thea‘er. 


Hospital case presentation. Dr. S. J. 


Children’s Hospital amphi- 


Tuurspay, Marcu 24 


8:30-9:30 a. m. Exchange visit, surgical and orthopedic staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at 
the Peter Bent Brigham Hospital. 


*9-10 a. m. Boston Dispensary. Some Practical Considerations of 
Muscle Imbalance. Dr. Joseph J. Skirball. 
Fripay, Marcu 25 


*9-10 a. m. Boston Dispensary. Some Aspects of Pneumonia Therapy. 
Dr. Maxwell Finland. 


*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
*8:15 p. m. Staff meeting of the Massachusetts Memorial Hospitals, 
Evans Memorial, 78 East Concord Street, Boston. 
Sarurpay, Marcu 26 


*9-10 a. m. Boston Dispensary. Hospital case presentation. 
Thanahauser. 

“10 a, m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


Dr. S. J. 


Sunpay, Marcu 27 


4 p.m. Illustrated, public, health lecture, Faulkner Hospital audi- 
toriun. Hay Fever and Asthma. Dr. Walter S. Burrage. 
4 Free public lecture. Harvard Medical School, amphitheater 


p. m. 
of Puilding D. Arthritis. Dr. Walter Bauer. 


*Open to the medical profession. 


Makcu 17 — Boston Society of Psychiatry and Neurology, Boston Medical 
Library, 8 Fenway, Boston, at 8:15 p. m. 


Marcu 18 — Sir William Osler Society, auditorium of the Beth Israel 
Hospital, at 8 p. m. 


Marcu 2] — Boston Medical History Club. Page 499. 
Marcu 21 — Boston University Medical Society. Notice above. 
Marcu 21 -— Carney Hospital. Page 499. 
Marcu 21 — Dr. Cruchet to Hold Clinic. 
Maren 22 — Harvard Medical Society. 
Marcu 25 — Staff meeting of 
Notice above. 
Marcu 28 - Apri 1 — Postgraduate Institute of the Philadelphia County 
Medical Society. Page 282, issue of February 10. 
Aprit 1-8 — Springfield District Teaching Clinics. 
Aprit 5 — Greater Boston Medical Society. 
Beth Isracl Hospital, Boston. 
~. 4-8 — The American College of Physicians. Page 41, issue of 
uly 1. 


Page 499. 
Notice above. 
the Massachusetts 


Memorial Hospitals. 


Page 499, 
8:30 p. m., auditorium of 


Aeru. 13 — Eastern Hampden Medical Association. 
Apri. 14 — Pentucket Association of Physicians. 
Street, Haverhill, 8:30 p. m. 


Aprit 18, 19 and 20— Thomas William Salmon Memorial Lectures. 
Page 450, issue of March 10. 


Page 499, 
Hotel Bartlett, 95 Main 


Avrut. 26-—— New England Society of Psychiatry. Page 322, issue of Feb- 
ruary 17. 

May 31, Juxe 1 and 2— Annual meeting of the Massachusetts Medical 
Society. Hotel Bradford, Boston. 


June 6, 7, 8, and 9— American Association of Industrial Physicians. 
June 13-17 —- American Medical Association. 
June 13, Ocroper 8 and 

mology. 


San Francisco. 
November 15 American Board of Ophthal- 
Page 282, issue of February 10. 

Octoser 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


Ocroper 24-26 — Academy of Physical Medicine, Scientific Session. 
ington, D. C. 


Wash- 
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District Mepicat Societies 


BRISTOL SOUTH 
May 5—5 p. m., New Bedford. 


ESSEX SOUTH 

Aprit 6— Gloucester Hospital, Gloucester. Clinic at 5 p. m. Dinner 
at 7 p.m. Speaker.and subject to be announced. 

May 5 — Censors meet at Salem Hospital, 3:30 p. m. 

May 11 — Annual meeting, Salem Country Club, Peabody. Dinner at 


7 p.m. Speaker and subject to be announced. 


FRANKLIN 

Meeting will be held at the Franklin County Hospital, Greenfield, at 
11 a. m. the second Tuesday of May. 
HAMPDEN 

Meetings will be held on the fourth Tuesday in April and July. 


MIDDLESEX EAST 

Meeting will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on May II. 
MIDDLESEX NORTH 

Meeting will be held at the Vesper Country Club, Lowell, on April 27. 


NORFOLK DISTRICT 

Marcu 29 — Page 500. 

May — Annual meeting. 

The censors meet on the first Thursdays of May and November in each 
year. 


NORFOLK SOUTH 
Meetings held at 12 noon. 
Aprit 7 — At the Quincy City Hospital. 
May 5 — Annual meeting. 


PLYMOUTH 
Meetings will be held at 11 a. m. on March 17, April 21, May 19 and 
fuly 21. 
WORCESTER 
Apait 13— Hahnemann Hospital, Worcester. Dinner will be at 6:15, 
to be followed by business session and scientific program. 


May 11 — Afternoon and evening, annual meeting. Place and schedule 
of program to be announced. 


BOOK REVIEWS 


Clio Medica. xix. Pathology. E. B. Krumbhaar. 206 pp. 
New York: Paul B. Hoeber, Inc., 1937. $2.00. 


This volume of Clio Medica, a series of primers on the 
history of medicine, concerns the history of pathology. 
There are eight chapters, an epilogue, two appendices, and 
a chronologic list of pathological milestones. The scope 
of the book is indicated by the titles of the eight chap- 
ters, which are as follows: “Primitive, Classical and Me- 
dieval Concepts: Pathology of Antiquity”; “Theories of 
the Nature of Disease”; “The Rise of Anatomic Concepts 
in Disease”; “Systematized Gross Pathologic Anatomy”; 
“Pathologic Anatomy of the Tissues and Precellular Path- 
ology”; “Cellular Pathology”; “Integrated Pathology: 
Structural Functional, Chemical, Experimental and Clini- 
cal Methods of Approach”; “Special Concepts: Inflamma- 
tion, Cancer.” 

The author, a professor of pathology of great distinction 
and noted for his interest in the history of medicine, has 
achieved an admirable performance, and it is quite clear 
that he has selected his material wisely from a vast fund 
of knowledge. The reviewer's main criticism is that the 
limitation imposed by space has compelled the author to 
write with great economy of words; nevertheless the vol- 
ume is very readable. The logical presentation and wise 
selection of material give the reader an easily remembered 
knowledge of the development of pathology, concurrently 
with the development of rational medicine. In spite of the 
condensation of material and inhibition of the author’s 
usual flowing style, the effect of sequence is strong. The 
chapter “Integrated Pathology” could well have been em- 
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phasized at the expense of the chapter on inflammation 
and cancer. 

There will be many dissenters to Dr. Krumbhaar’s list 
of pathological milestones. In the opinion of the review- 
er he has included among the worthy a few of lesser 
merit. A short bibliography will serve to direct the read- 
ing of persons whose interest in medical history goes be- 
yond the scope of this volume. The reviewer highly 
recommends it as collateral reading for medical students 
in the study of pathology and is convinced that the book- 
let will receive the grateful reception that it deserves. 


A Textbook of Medicine. By American Authors. Edited 
by Russell L. Cecil. Fourth edition, revised and en- 
tirely reset. 1614 pp. Philadelphia and London: 
W. B. Saunders Company, 1937. $9.00. 


This textbook of medicine needs little description be- 
cause of the familiarity of students and physicians with 
the previous editions, which have comprised a systematic 
arrangement of contributions by a group of men who are 
masters of their particular subjects. The increase in medi- 
cal knowledge since 1933 clearly justifies a new edition 
of this book. To a certain extent the present revision 
represents a “new deal” in that younger men have revised 
many of the articles on old subjects; these are consistent 
with the high standard of the text.. Most of the 130 
contributors are members of university medical schools 
and have presented their material in a form especially 
suitable for medical students. A number of entirely new 
topics has been introduced: lymphogranuloma inguinale, 
several new virus infections, pneumonia in childhood, 
staphylococcal intections, meningococcal sepsis, spontane- 
ous hypoglycemia, the nephroses, classification of diseases 
of the heart, and diseases of the peripheral vessels. The 
arrangement of material has not been changed to any 
considerable extent, though in the section on infectious 
diseases the various conditions have been grouped under 
such headings as virus diseases, streptococcal infections, 
bacillary diseases, and so forth. The description of any 
one condition is necessarily brief. Nevertheless, well- 
chosen references at the end of each article provide sugges- 
tions for further reading, including articles on treat- 
ment. Thus the volume, though primarily a textbook 
for students, should be useful to the practitioner for its 
succinct descriptions of conditions with which he may not 
happen to be familiar and for its convenient references to 
outstanding articles in the literature. 


Diseases of the Heart: Described for practitioners and 
students. Sir Thomas Lewis. Second edition. 297 
pp. New York: The Macmillan Company, 1937. 
$3 


The first edition of this book was published in 1933. 
The new edition has very few changes. These are as fol- 
lows: the section on diuretics now includes salyrgan, and 
theophylline has been substituted for theobromine; the 
“disuse” of strophanthus is recommended; the section on 
constrictive pericarditis has been rewritten and surgical 
treatment given its proper place; more interest is shown 
in the removal of sympathetic ganglia in cases of angina 
pectoris; the carotid sinus is included under the causes 
of syncope; the prognosis in coronary thrombosis has been 
made more hopeful; there are a few minor changes in 
the treatment of essential hypertension; finally, a_ little 
more credit is given to the action of digitalis in “cases of 
chronic congestion that present regular heart action, and 
that have been treated with all the usual methods without 
success.” The 1933 edition said these cases “seem to re- 


spond to full doses of digitalis.” The new edition says 
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they “respond to full doses of digitalis.” No changes have 
been made in the fundamental setup of the work and the 
paging throughout remains the same. 

The book was written for the medical student who 
knows too much of the electrocardiogram and modern 
cardiologic terminology and not enough of symptoms and 
signs and the working classification of heart disease. It 
was meant to appeal likewise to the practitioner who 
knows too little of the modern concepts. For both these 
groups the book has much to offer, and by many it is 
considered ideal for their needs. 

The American cardiologists, however, are not satisfied 
because they believe that too much emphasis is placed on 
congestion of the systemic veins and obvious cardiac fail- 
ure with no acceptance of what they believe to be the 
fundamental concept of left ventricular failure without 
the accompanying failure of the right heart. To them this 
is a fundamental error both from the physiologic and the 
practical standpoint. They have long maintained that the 
practitioner should be taught to recognize left ventricular 
failure and treat patients effectively at this stage, and 
often prevent the failure of the right heart. In the pres- 
ent work the emphasis on congestion of the cervical veins 
is so great that the practitioner is apt to consider it the 
one thing for which he should look, whereas to the 
American cardiologist this is a late manifestation of dis- 
ease and not an early one. 

The second criticism of the original edition was that 
it gave too little place to the use of digitalis in cases where 
the cardiac rhythm was regular. As noted above, this 
criticism will be slightly modified by the changes in 
the new edition, but there is still no mention of its use in 
left ventricular failure. 

So in spite of grateful appreciation for the simplified 
handling of the details of modern cardiologic lore, and 
admiration for the author’s remarkable clarity in the 
presentation of his conclusions, the majority of American 
cardiologists will continue to recommend the book with 
reservations. 


Diseases of the Nervous System in Infancy, Childhood and 
Adolescence. Frank R. Ford. 953 pp. Springfield 
and Baltimore: Charles C Thomas, 1937. $8.50. 


This textbook about the diseases of the nervous sys- 
tem in infancy, childhood and adolescence has all the 
advantages and equally all the disadvantages of any text- 
bock. In addition, it has a distinctly local, not to say 
provincial, flavor. This is perhaps inherent in any text- 
book that has its source in a large teaching center of 
medicine. and provided that the academic trends there are 
good and that the book mirrors those trends correctly, it 
is a useful attribute. 

Rightly or wrongly the Johns Hopkins’ group is credited 
with a tendency toward the investigation of and interest 
in the unusual and bizarre in medicine. Certainly the de- 
tailed and up-to-date consideration of the more uncom- 
mon types of nervous diseases in this book and the corre- 
sponding sketchy and antiquated presentation of the more 
common everyday analogous abnormalities bear out this 
belief. As is to be expected, the author emphasizes the 
congenital origin of central-nervous-system changes wher- 
ever possible and has plumped wholeheartedly for the 
Hopkins’ school of thought in regard to the surgical le- 
- sions. The section on brain tumors is to be especially 


commended even if nothing more has been done than the 
simplified presentation of the problem. Other sections, 
of more interest perhaps to the general practitioner, do 
not conform to this high standard. In speaking of brain 
abscess, for example, the statement is made on page 400 
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that “in acute abscesses which are not encapsulated, no 
treatment is of any avail.” King’s brilliant work in the 
therapy of this encephalitic type of abscess cannot be 
dismissed in such a summary fashion without critical 
comment. So, too, in the section on bladder physiology 
no mention is made or reference given to Denny-Brown 
and Robertson’s classical work on this organ or to 
Munro’s studies of normal and abnormal cystometro- 
grams. Tidal drainage is not referred to throughout the 
book. The making of electromyograms in the differen- 
tial diagnosis of many of the strictly neuromuscular con- 
ditions is omitted; recent work on the carotid-sinus re- 
flex and on subdural hematomas has been overlooked, 
and finally, the important modern conception of migraine 
as a member of the so-called epileptic syndrome has been 


entirely neglected. As in many other sections but particu- 


larly in that devoted to “Epilepsy and the Paroxysmal 
Disorders,” the references as well as the text are already 
out of date. The reviewer classified the references under 
all sections on epilepsy and found that there were only 
one 1937, one 1934, two 1932, and six 1931 references. 
Including 1930 and going as far back as 1901, however, 
there were 63 references. No one would seriously con-. 
tend that significant work on this convulsive state all but 
came to an end after 1930. 

On the whole, however, the book will serve its purpose 
in the same way that any textbook does: that is, as a 
starting point from which the reader can, if he likes, go 
farther in his investigations; as a place to find out the 
name of the strange diseases that one sees once in a life- 
time; and as an attractively written and presented exposi- 
tion of the Hopkins’ school of thought. In the next edi- 
tion, however, it is to be hoped that the author will bring 
the sections dealing with the commoner central-nervous- 
system afflictions of infancy and childhood up to date and 
make them representative of a wider point of view. 


Malnutrition the Medical Octopus. John Preston Suther- 
land. 368 pp. Boston: Meador Publishing Company, 
1937. $3.00. 


This volume presents the convictions of a well-known 
former member of the Faculty of the Boston University 
School of Medicine who has made a careful study of the 
problems incident to malnutrition, together with many 
quotations which are used to fortify the claims sets forth. 
Beginning with fetal life the contention is made that the 
subsequent health conditions of the individual depend to 
a large degree on the mother’s dietary habits, and in the 
succeeding chapters the author places the responsibility 
for much of the ill-health and susceptibility to diseases on 
the use of cow’s milk, meat, white flour and granulated 
sugar. 

With the elimination of these condemned articles from 
the diet and the use of fruits, nuts, berries, unprocessed 
cereals and a wide range of vegetables one will be able 
to do more and better work, live longer and be less likely 
to contract disease; citing the author’s experience along 
this line for thirty-eight years as evidence. 

The well-known facts relating to beriberi and pellagra, 
as deficiency diseases, lead to the assumption that cancer 
may be included in this category by the author. 

At the end of the book there is presented a complete list 
of approved foods which may be a guide to those who 
share the author’s views. 

The opinions expressed in this volume are clearly and 
forcefully presented, but, in many respects, are at variance 
with the generally accepted views of the medical pro- 
fession. 
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